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THE SELECTION OF THE ANES- 
THETIC AGENT OR METHOD.* 


CHARLES F. McCUSKEY, M. D.7 
ROCHESTER, MINN. 


The development and progress of sur- 
gery is inseparable from the advance of 
anesthesia, and it is to the interest of 
surgeons to encourage men trained in the 
basic sciences and in medicine to special- 
ize in anesthesia. The administration of 
drugs potent enough to produce anesthesia 
requires more than casual supervision and, 
in order that the newer anesthetic agents 
and procedures may be properly evaluated, 
careful and accurate observations and 
records should be made during and after 
anesthesia. In the last year, we have in- 
augurated a new anesthetic study record 
at The Mayo Clinic. We hope, by means 
of it, to be able to correlate our statistics 
properly, and to arrive at facts concerning 
the various types of anesthetic agents and 
procedures in common use. 

Experience has taught us that a satis- 
factory routine for use of any drug or 
procedure that may be selected does not 
exist. The choice of the anesthetic agent 
and method to be employed are governed 
by the general physical condition and tem- 
perament of the patient, the operation 
contemplated, the contraindications en- 
countered, and various factors which may 
complicate each case. 





*Read before the Section on Surgery at the 
Sixty-fourth Annual Session of the Mississippi 
State Medical Association, Jackson, May 13, 1931. 

+From the Section on Anesthesia, The Mayo 
Clinic. 


In selecting an anesthetic for a given 
case there is now a wide variety of pro- 
cedures and agents from which to choose. 
It should be possible to select one that will 
give satisfactory results both to the sur- 
geon and to the patient. Of the anesthetics 
in general use, ether, nitrous oxide, and 
ethylene are employed most frequently. 
For local anesthesia, procaine still seems 
to be the safest and most uniformly satis- 
factory. Table 1 shows the percentage of 
cases at The Mayo Clinic in which various 
agents or procedures were used alone in 
1930. Table 2 represents the percentage 
of cases in which the various agents were 
used either alone or in combination with 
other agents. 





PRELIMINARY MEDICATION. 

Before the administration of an anes- 
thetic it is almost always desirable to use 
sufficient preliminary medication to over- 
come any nervousness or apprehension 
that the patient may have of the anesthetic 
or operative procedure. This is particu- 
larly true preceding the use of some of the 
regional anesthetic procedures, such as 
cervical, paravertebral, or sacral nerve 
block, when it is necessary to make several 
needle punctures. Hypersensitive, nervous 
persons may experience shock from fright, 
without actual pain or discomfort. If such 
patients have had a good night’s rest they 
approach the operation in a better mental 
condition, and it is easier to administer the 
anesthetic satisfactorily. For this purpose 
we have found the barbiturates, adminis- 
tered the evening before operation, in 
sufficient doses to produce sleep, to be of 
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benefit. A small dose may then be given 
the morning of operation, and this may be 
followed by the usual dose of morphine 
and atropine just prior to operation. 
Perhaps greater benefit is derived from 
the barbiturates than from sleep, in itself. 
It is a common observation that following 
the injection of procaine there may be 
depression, restlessness and other psychic 
and nervous phenomena. These symptoms 
of idiosyncrasy usually are not encountered 
when, in the preparation of the patient, 
the barbiturates are used. The salts of 
barbituric acid are efficient in detoxication 
of the local anesthetic agent.? 

Heavy preliminary medication with mor- 
phine or with respiratory depressants is 
contraindicated when ether by the open- 
drop method is to be used. In other forms 
of general anesthesia by inhalation the 
respiratory depression may be overcome by 


stimulation with carbon dioxide. 
ANESTHESIA BY INHALATION. 


Of the anesthetic procedures available all 
are familiar with ether by the open-drop 
method. Ethyl chloride has such a narrow 
margin of safety that its use is seldom 
justified. During the narcosis produced by 
ethyl chloride grave symptoms of respira- 
tory failure and collapse have developed. 
Artificial respiration alone is often of no 
avail in the endeavor to restore animation. 
One suddenly and unmistakably encoun- 
ters the symptoms of cardiac paralysis, 
which prompt intracardiac injection of 
epinephrine, and continued artificial respir- 
ation sometimes will relieve with astonish- 
ing rapidity. But the hazard of producing 
general anesthesia by means of ethyl 
chloride is now unnecessary. 

Anesthesia by inhalation is contraindi- 
cated in pyogenic infections of the mouth 
or upper part of the respiratory tract, due 
to the danger of aspiration of infectious 
material. Ether is contraindicated in the 
presence of active pulmonary disease, 
severe hypertension, diabetes, and severe 
anemia. 

Many improvements have been made in 
gas machines, so that anesthesia with any 


of the general anesthetic agents that may 
be required can be induced by the closed 
method. In anesthesia by this method, 
ether is not used alone, and fewer post- 
operative pulmonary complications seem to 
be induced than when it is used alone, by 
the open-drop method; when properly 
used, the closed method will give about the 
same percentage of satisfactory results.* 
Intratracheal anesthesia, when properly 
induced, is probably the safest form of 
general anesthesia. In the last year, we 
have adopted Magill’s technic for intratra- 
cheal anesthesia. He uses a single soft 
rubber tube of sufficient caliber to permit 
of free respiration. The tracheal end is 
cut at an acute angle, to facilitate passage 
of the tube between the vocal cords (Figs. 1 
and 2). The patient’s throat is sprayed 
with a solution of 10 per cent butyn, and 
anesthesia is induced with nitrous oxide 
and oxygen, with the addition of sufficient 
ether to produce relaxation. The patient's 
head is placed in such a position that the 
normal relationship of the thoracic verte- 
brae to the cervical vertebrae while th2 
patient is in the erect position is main- 
tained. The chin is slightly elevated until 











Fig. 1. 
stantially at a right angle with the longitudinal axis of 
The 


touches the posterior wall of the pharynx; b, the head is 


a, The longitudinal axis of the oral cavity is sub- 


the trachea. laryngoscope is inserted until its tip 
rotated backward until the longitudinal axis of the oral 
cavity is in line with the longitudinal axis of the trachea. 
The epiglottis is lifted by the tip of the laryngoscope and 
the glottis is brought into view. 





—_ 
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Fig. 2. Curve followed by catheter in intubation through 


the nose. 





the line of the jaw is at right angles to the 
table. The catheter can be passed through 
the nose or mouth as desired. If it is 
passed through the nose, it is thrust into 
the pharynx, until a place is reached at 
which the respiratory sound is of maximal 
intensity. With the next inspiration, the 
catheter is advanced into the trachea; 
when this has been accomplished, a char- 
acteristic blowing sound is heard. The 
catheter is inserted until the tip reaches a 
point 3 to 4 cm. from the bifurcation of 
the trachea. Connection is then made to 
the gas machine, and anesthesia is con- 
tinued as desired. In surgical procedures 
for lesions such as intrathoracic tumors, di- 
aphragmatic hernias, and for certain oper- 
ations around the head, this method is 


best, for the anesthetist is assured of a free 
airway, and he has control of the depth of 
anesthesia at all times. 


INTRAVENOUS ANESTHESIA. 


Anesthesia produced by the intravenous 
injection will be ideal if a suitable agent is 
ever secured. Ether has been used intra- 
venously to produce anesthesia, but this 


ologic solution of sodium chloride, in which 
ether will be in solution part of the time. 
In prolonged operations this might pro- 
duce serious complications. Recently the 
barbiturates have received a great deal of 
attention and study from an anesthetic 
viewpoint. Our practical experience has 
been principally with sodium iso-amylethyl 
barbiturate (sodium amytal) and with 
sodium ethyl (1-methylbutyl) barbiturate 
(nembutal). 

The effect of the barbiturates is the 
same, whether they are administered in- 
travenously, by mouth, or by rectum, but 
for doses of sodium iso-amylethyl barbitu- 
rate of more than 10 grains (0.65 gm.), or 
of sodium ethyl (1-methylbutyl) baribu- 
rate of 5 grains (0.3 gm.), the intravenous 
method is the safest by which to bring the 
patient to the desired depth of anesthesia. 

The advantages of sodium barbiturates 
administered intravenously are: (1) induc- 
tion is quiet and pleasant, (2) respirations 
are slow and quiet, (3) postoperative nau- 
sea and vomiting are practically eliminated, 
and (4) the patent sleeps for several hours 
after operation, with partial loss of mem- 
ory of unpleasant events. The disadvan- 
tages are: (1) there may be marked 
fall in blood pressure, (2) delirium, 
edema of the lungs, inability to raise mucus, 
and even pneumonia, may follow large 
doses, (3) all patients require careful 
nursing until they are entirely awake and 
conscious, (4) in our experience catheteri- 
zation has been necessary in about 25 per 
cent of cases after intra-abdominal opera- 
tions, (5) sloughs may occur if 15 or 20 
per cent solution is injected outside the 
vein. 


ly Sy s~ method requires a constant flow of physi- 








The dose of sodium ethyl] (1-methylbuty]) 
barbiturate is half that of sodium iso- 
amylethyl barbiturate, and the effects 
wear off in half the time. For this rea- 
son, the former is probably preferable for 
surgical procedures. It is apparent that, 
although the barbiturates at this time are 
the best intravenous anesthetics, their 
advantages are so far surpassed by their 
disadvantages that their use is not justified 
in doses large enough to produce surgical 
anesthesia. As preliminary medication, for 
their hypnotic or sedative effect, prior to 
some other form of anesthesia, either local 
or general, their use appears to rest on 


reasonable ground. 
RECTAL OF COLONIC ANESTHESIA. 


In cases in which it is not convenient to 
have any apparatus for anesthesia about 
the head this method may be of value. 
Ether is usually the anesthetic agent, and 
olive oil the vehicle. The mixture is com- 
posed of 65 per cent ether and 35 per cent 
olive oil. For analgesia, 50 per cent of 
each is sufficient. The dose is estimated 
as 1 fluid ounce (30 c.c.) of the mixture 
for each 20 pounds (9 kg.) of body weight. 
Severe abdominal cramps accompany the 
injection of olive oil and ether, and for the 
comfort of the patient it is desirable to 
precede the injection with some form of 
inhalation anesthesia. The patient may be 
expected to go through all the stages of 
ordinary ether anesthesia. It will be found 
of benefit to keep the face covered with a 
light towel or mask to prevent too rapid 
elimination of ether, and to allow a certain 
amount of rebreathing of the escaping 
ether vapor. Administration of ether by 
this method is frequently followed by a 
certain amount of colonic irritation, accom- 
panied by rather severe cramps. Inhalation 
narcosis is free from the disadvantages of 
rectal narcosis. In the latter it is impos- 


sible to determine beforehand what is the 
precise dose of the anesthetic, and it is 
impossible to interrupt the narcosis once 
it has been induced. The osmotic faculty 
of the intestinal mucous membrane is un- 
known and there is no constant factor of 
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absorption in intestinal mucous membranes. 
Notwithstanding these and other disadvan- 
tages, massive oil-ether enemas may pro- 
duce as safe and satisfactory anesthesia 
as that which follows the liberal pouring 
of ether on a cone intermittently. Unfor- 
tunately, ether is often unskillfully given 
by persons incompetent to interpret its 
effects, or perhaps lacking in intelligent 
interest. However, alternate respiratory 
embarrassment and return to the stage of 
excitement is the form of anesthesia that 
many surgeons at times, to their obvious 
disadvantage, are forced to accept. 
Tribromethyl alcohol (avertin) in a 
3 per cent solution, using 6 per cent gum 
acacia as a vehicle, injected into the rec- 
tum in a dose of 1.5 c.c. for each pound 
(0.5 kg.) of body weight, produces quiet, 
rapid, pleasant induction, without any 
excitement. We first used tribromethy] 
alcohol in an aqueous solution, but a few 
cases of colonic irritation followed. Since 
we have begun using gum acacia as a 
vehicle we have had no complications of 
this nature. It is necessary to use ex- 
treme care in the preparation of this mix- 
ture, for heating of the solution to more 
than 110° F. causes the formation of 
hydrobromic acid. The temperature of the 
gum acacia is determined before the tri- 
bromethy] alcohol is added and the solution 
is gently agitated in a water bath, the 
temperature of which does not exceed 
110° F., until the tribromethy] alcohol is in 
solution. Before the solution is used, it is 
tested with Congo red. It should not be 
used unless the indicator takes on a clear, 
reddish color. We have used tribromethy] 
alcohol alone, or combined with some form 
of local or general anesthesia, with very 
satisfactory results for laminectomy in 
cases in which patients are apprehensive, 
for dissection of submental and submax- 
illary glands and for block dissection in 
the submental and submaxillary regions. 
Chloretone, morphine and atropine, or the 
bariburates, may be used as preliminary 
medication before tribromethyl alcohol, 
but care should be used in giving mor- 

















phine after operation. I have seen a few 
cases in which there has been marked 
cyanosis due to respiratory depression, 
caused by administration of morphine be- 
fore the patient was completely out from 
under the influence of the tribromethy] 
alcohol. As a sedative and hypnotic tribro- 
methyl alcohol appears to be most useful. 
To produce anesthesia, the required dose 
usually is too high for the safety required 
for general use. Unwanted effects on the 
circulatory system may be ushered in by 
deses sufficient to produce narcosis. 

The literature contains many articles on 
the use of tribromethyl alcohol. Its chief 
contraindications seem to be the presence 
of malfunction of the kidney or liver.‘ Its 
chief advantage is quiet, pleasant induction 
for the patient. Undoubtedly its use has 
been accompanied by a certain element of 
risk which has nearly approximated that 
of chloroform, and its use might well be 
restricted to the occasional case in which 
other forms of anesthesia would not be 
satisfactory, or in which it might be used 


as a basic anesthetic only. 
REGIONAL ANESTHESIA. 


When administration of a general anes- 
thetic is definitely contraindicated, it is pos- 
sible to use some form of regional anes- 
thesia. The successful application of re- 
gional anesthesia depends on the coopera- 
tion of the patient, and on the skill of the 
anesthetist and that of the operator. The 
cooperation of the patient may often be 
gained by proper preliminary medication, 
and careful attention to minor details in the 
technic of the injection, so that he is sub- 
ject to a minimal amount of pain and dis- 
comfort during the procedure. For conven- 
ience, the procedures available under re- 
gional anesthesia have been grouped under 
three headings: (1) spinal anesthesia, 


(2) nerve block and field block singly or 
combined, and (3) infiltration. Infiltration 
is well understood and will not be taken up 
here. 

Spinal anesthesia.—For surgical proce- 
dures below the diaphragm spinal anesthe- 
sia offers a satisfactory method. 


In the 
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presence of active pulmonary tuberculosis, 
or diabetes, or in diseases of the kidney, 
it is undoubtedly the safest anesthetic pro- 
cedure available. Statistics show that the 
use of spinal anesthesia is accompanied by 
a certain element of risk. Its use should 
be limited to those cases in which a general 
anesthetic is contraindicated, or to cases in 
which the extreme muscular relaxation 
that accompanies it would facilitate the 
work of the surgeon and would tend to 
lessen the surgical mortality. It would be 
justifiable to accept an increased risk from 
anesthesia if the ultimate mortality rate 
might be lowered. For major operations 
below the diaphragm there has been claimed 
for this method a lower mortality rate 
than when general anesthesia has been 
employed. For senile patients especially, 
the prognosis is often improved when spinal 
anesthesia is to be used. That degree of 
analgesia which produces muscular relax- 
ation, and which is indispensable to ab- 
dominal and pelvic surgery is, by this 
method, assured. From the patient’s. view- 
point, the advantages are many. The post- 
operative motor restlessness, the nausea, 
the vomiting, the tympanites, and the com- 
plications affecting the kidneys and the 
lungs are reduced, and this makes conval- 
escence less eventful, which is eminently 
desirable. 

Reliable statistics seem to indicate a 
mortality of 1 in 1000 in the use of spinal 
anesthesia.1 If anesthesia extends above 
the diaphragm, mortality probably will be 
relatively high, and if anesthesia extends 
only to lower segments, relatively low. I 
feel, however, that the mortality should be 
judged by the mortality for the type of 
operation performed, and that the mor- 
tality in a large series of cases in which 
spinal anesthesia is used should be com- 
pared with that in a series of similar 
operations performed under some other 
form of anesthesia. 

In the technic which we have used, pre- 
liminary medication to suit the individual 
requirements of the patient is employcd. 
Just prior to injection of the procaine, 











ephedrine sulphate, grain 34, is adminis- 
tered subcutaneously. It is safer and easier 
to maintain the arterial tension by giving 
the ephedrine prior to the injection of pro- 
paine, than it is to cause elevation uf the 
tension after it has fallen. 

The extent cephalad of the anesthesia is 
regulated by the site of injection, the 
amount of fluid injected, the rate of injec- 
tion, and caliber of the needle used. The ef- 
fects of the first three of these factors are 
well known. It is not so generally known 
that a given amount of the solution forced 
through a small needle in a given time, will 
diffuse more rapidly than if the same 
amount of the same solution is forced 
through a large needle in the same time. 
The force of the stream that passes 
through the small needle is greater. 
The duration of anesthesia is deter- 
mined by the amount of procaine used. 
If the rate of injection is standardized, one 
can develop one’s own technic as to the site 
of injection and amount of fluid necessary 
to obtain anesthesia for the desired opera- 
tion (table 3). The blood pressure should 
be taken before the administration of the 
spinal anesthetic and about every five min- 
utes following, until the operation is com- 
pleted. If a severe drop in arterial tension 
occurs, ephedrine or epinephrine may be 
used to elevate it at any time. After the 
injection the patient should be moved care- 
fully and the head should be kept level with 
the feet or lower, as in the Trendelenburg 
position, until the anesthesia has worn off. 

The contraindications to spinal anes- 
thesia are: (1) involvement of the central 
nervous system by syphilis or by a tumor 
of the brain or spinal cord; (2) local patho- 
logic processes at the site of injection; (3) 
extremes in blood pressure, either high or 
low, and (4) a condition of shock due to 
hemorrhage. 

The complications which I have observed 
are: (1) headache lasting from a few days 
to several weeks, (2) diplopia, (3) foot 
drop, and (4) stiff neck. These conditions 
have all cleared up later. The common 
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causes of death from this form of anes- 
thesia are respiratory and vasomotor 
paralysis. By the use of accurate doses, 
and a proper technic of administration, a 
fatal outcome is forestalled. Should cya- 
nosis due to insufficient respiratory excur- 
sion occur, artificial respiration should at 
once be resorted to, and intravenous injec- 
tions of fluid made with the patient in the 
Trendelenburg position. The blood pres- 
sure should most carefully be watched and 
the warning of danger should be heeded, 


up 


Fig. 3. a, A 50-mm. needle is inserted through a wheal 
over the sacrococcygeal membrane into the tip of the caudal 
canal and 5 c.c. of solution injected to make the insertion 
of the caudal needle painless; b, the 50-mm. needle is 
withdrawn and the caudal needle inserted in its stead and 
advanced into the caudal canal, after being rotated so that 
the bevel rests on bone; c, dorsal view of sacrum with 
caudal needle in position as well as those in SI, SII, SIII, and 
SIV (the first, second, third and fourth sacral foramin). 
A total of 36 c.c. of solution is placed in the caudal canal 


in the average case. 
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Fig. 4. Abdominal field block and inguinal hernia block; 
the dots represent site of puncture and the broken lines 


subcutaneous infiltration. 





when a marked drop in arterial tension 
occurs. 

Nerve block and field block.—By blocking 
the nerves at a point proximal to the site of 
operation, satisfactory anesthesia and re- 
laxation may be obtained. This method 
has the advantage of keeping the local anes- 
thetic solution out of the operative field and 
the healing of the wound is not interrupted. 

Of the various procedures which are used 
as a routine, transsacral, or a combination 
of transsacral and abdominal field block, is 
used most frequently. Numerous opera- 
tions can be performed satisfactorily under 
transsacral block anesthesia, such as perine- 
orrhaphy, amputation of the cervix, hem- 
orrhoidectomy, posterior resection of the 
rectum, perineal prostatectomy, cystoscopic 
examination, and circumcision. Under com- 
bined transsacral (fig. 3) and abdominal 
(fig. 4) block, suprapubic prostatectomy, 
diverticulectomy, cystostomy, and removal 
of tumors of the bladder may be performed 
satisfactorily. 

By blocking the second, third and fourth 
cervical nerves at the point of their emerg- 
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ence, and supplementing this with a super- 
ficial injection down the posterior border of 
the sternocleidomastoid muscle, satisfactory 
anesthesia can be obtained for surgical pro- 
cedures on the neck, including laryngectomy, 
esophageal diverticulectomy, thyroidec- 
tomy, and dissections of the submaxillary 
glands (fig. 5). 

Block of the brachial plexus by the supra- 
clavicular route (fig. 6) furnishes satisfac- 
tory anesthesia and relaxation for any oper- 
ation on the upper extremity below the 
shoulder, and is of particular advantage for 
transplantation of tendons because the 
patient is able to co-operate and to flex the 
hand or fingers as required. 

Paravertebral block (fig. 7) is most satis- 
factory for operations on the vertebral col- 
umn or spinal cord from the cervical to the 
lumbar region. Field block consists in cre- 
ating walls of anesthesia encircling the 
operative field. The solution is distributed 
in such a manner as to reach all of the 
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Fig. 6. 
tion to subclavian artery, first rib, and middle of the clavi- 


Brachial plexus block; brachial plexus in rela- 


cle. The white circle is the site of injection lcm. above the 


middle of the clavicle. 





nerves which enter the region of operation. 
This procedure can be applied to any sur- 
face of the body, but its field of greatest 
clinical usefulness is in producing anes- 
thesia if the scalp for craniotomy and for 
anesthetizing the abdominal wall for intra- 
abdominal exploration (usually combined 
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Fig. 7. 
tion to the spine; b, needle is first inserted at right angles 


Paravertebral block, a, lumbar nerves in rela- 


to the skin until it makes contact with transverse process; 


it is then withdrawn (1) and passed upward and inward (2). 
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with gas), repair of umbilical and ventral 
hernia, and for inguinal herniotomy. 


THE ESSENTIAL IN ALL ANESTHESIA. 


In selecting an anesthestic agent or method 
there must be guaranteed to the patient the 
greatest possible measure of safety. To this 
end, the technic employed, the doses of 
drugs used, the psychologic factors influ- 
encing the patient, all must be fully taken 
into consideration, for therein lies success 
or failure. An earnest desire to produce 
results of advantage to the patient is the 
foundation of success in the method em- 
ployed. 




















TABLE 1. 
Agents and methods used in anesthesia in 1930*. 

Agent or method Per cent 
Local anesthesia (spinal anesthesia ex- 

I accel Saad aos ncieaginnbeebionwadninkn 37.2 
ERE nies 9.3 
A RRR TEED RO SOON 7.09 
a ee meee Pea OLY Vea 3.06 
Barbiturates 0.11 
I eee Sane De ae eee 0.091 
Oil-ether colonic 0.005 








*In compiling the figures for this table only 
those cases were included in which the agent or 
method named was the only one used; that is, un- 
less otherwise stated; therefore, the percentages 


. do not add to 100. 


TABLE 2. 


Agents of special interest used in anesthesia 
in 1930*. 
Agents Per cent 


Local, including spinal anesthetic agents...... 58.4 














Ether ........ 37.6 
Ethylene 26.3 
Nitrous oxide 37.3 
I I i 43.7 
EE OE IS. ae TO 0.15 
SERS ere eee eer Se 0.06 
EE Senet lea Ean ee ET IN I 2.71 
ETT 0.23 








*In compiling this table, all cases were included 
in which the agents named were used, whether 
alone or in combination with other agents; the 
percentages, therefore, add to more than 100. 


**Used only as a respiratory stimulant. 
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TABLE 3. 

Dosage and dilution of procaine in spinal 
anesthesia*. 
Injection be- Dosage Amount 


tween lumbar of pro- of spinal 
Operation verte’ra caine,mg. fluid, c.c. 
Amputation of leg.... 3&4 100-120 3 
Prostatectomy .......... 3&4 100-120 3.5 
Hernia (inguinal) .... 3 & 4 120-150 3.5 
Appendectomy .......... 2&3 120-150 4 
Colostomy .........:...... 2&3 120-150 5 
Hysterectomy .......... 2&3 150-200 5 
On gallbladder.......... 1&2 150-200 5 
On stomach .............. 1&2 200-250 6 





*Spinal needle gauge 20-22; rate of injection, 
0.25 c.c. for each second. 


BIBLIOGRAPHY. 

1. Babcock, W. W., Spinal anesthesia; a study of 
15,000 inductions. Pennsylvania Med. Jour. 26:303-312, 
1923. 

2. Knoefel, P. K., Herwick, R. P. and Loevenhart, A. S.: 
The prevention of acute intoxication from local anesthetics. 
Jour. Pharmacol. and Exper. Therap. 39:397-411, 1930. 

3. Lundy, J. S.: Incidence of pulmonary complication 
following ether and ethylene-ether anesthesia for surgical 
procedures in the upper abdomen. Med. Jour. and Rec. 
124:87-93, 1926. 

4. Lundy, J. S.: The general anesthetic tribromethyl 
alcohol (Avertin; E-107); review of the literature on its 
rectal and intravenous use. Proc. Staff Meetings of Mayo 
Clinic. 4:370-380, 1929. 





SIMPLIFIED “LIGATION” IN TREAT- 
MENT OF THE APPENDECTOMY 
STUMP—RESULTS IN FIVE 
HUNDRED CASES. 


ANDRE B. CARNEY, M. D., 


CLARKSDALE, MIss. 


In the light of present day surgical 
knowledge and improved surgical technic, 
We are prone to write at length and dis- 
cuss whenever and wherever the occasion 
arises the many intricate, delicate, and 
less common surgical operations and to 
pass too casually over the more common 
and yet least discussed procedures. 

From the time Ephriham McDowell per- 
formed his first laparotomy abdominal 
surgery began to assume its rightful place 


in the medical world. Operations were de- 
vised by the skillful. They were studied 
and made better by the masters of surgery. 
They were considered at that particular 
time as being so nearly perfect that no 
further improvement would be made in that 
particular line of surgery. But such was 
not the case. Advanced ideas as to oper- 
ative technic and operative sterility en- 
tirely revolutionized the then modern sur- 
gery. Our present day Surgery is no dif- 
ferent. Who knows but that time will 
completely revolutionize at least many of 
our ideas, especially our collective and in- 
herited ideas as to surgical technic. 

The literature dwells at length on the 
subject of Appendectomy and with only a 
few exceptions the operative technic is 
practically the same. The older and more 
experienced surgeons advocate inverting 
the stump of the appendix. It is true that 
a surgeon will follow closely the method 
he has always used in any given operation 
provided of course, that method offers 
what is considered a low mortality and low 
morbidity rate and a good man using even 
obsolete methods carefully might keep his 
rates down. There are many good men now 
using methods which are obsolete in the 
eyes of modern Surgery yet they will not 
be changed because their results with these 
methods are not bad. 

The ideal method of performing any 
operation is that method by which the pa- 
tient can be most safely and expeditiously 
relieved of his suffering in the shortest 
length of time and with a minimal amount 
of trauma. It has been said that “In Ger- 
many there are no minor operations.” I 
believe we could certainly apply the same 
statement to this country in so far as com- 
plicating an otherwise simple operation, 
namely, “Appendectomy.” 

At the present time there are essen- 
tially two methods of performing an ap- 
pendectomy : 


(1). Removal without inversion stump 
(2). Removal with inversion of stump 
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The simplified technic of rernoving the 
appendix as described below, in my opinion, 
is the one operation which without a doubt 
meets all the listed surgical requirements. 
The procedure is very simple and can be 
done very easily and more quickly on any 
appendix, regardless of the condition, than 
any of the other operations now being done 
on this particular organ. 

On opening the peritoneal cavity the in- 
dex finger gently and carefully picks up 
the lower caecum as a guide. With gentle 
traction the appendix is now freed of any 
adhesions and carefully elevated. A blunt 
tip forcep carrying a No. 2 plain catgut 
suture is passed through the base of the 
meso-appendix at the appendico-ceca] junc- 
tion. This suture is then securely tied in- 
cluding the entire meso-appendix in the tie. 
The appendix is then separated from its 
mesentery keeping close to the body of the 
appendix as far down as the base of the 
caecum. Two crushing forceps are now 
placed about the base of the appendix about 
14 inch apart. The lower forcep is imme- 
diately removed and a literature of No. 
2 plain catgut is securely fastened around 
the base of the crushed area. As a pre- 
cautionary measure, and not that it is at 
all necessary, a second tie is likewise placed 
on the cecal side of the stump just far 
enough from the first tie to be secure in 
itself. The appendix is now severed between 
the forcep and the tie. The stump is cauter- 
ized with carbolic acid, neutralized with al- 
cohol, and then allowed to fall back into the 
abdominal cavity. 

The procedure as noted is very simple and 
can be done in a minimal amount of time. 

In this series of five hundred cases so 
operated, including gangrenous, acute, sub- 
acute, and chronic cases, only one case of 
paralytic ileus developed. The percentage 
of cases requiring post-operative gastric 
lavage was greatly decreased. There was 
no evidence of any increased or secondary 
peritoneal involvement, no hidden nor re- 
mote abnormal temperature during con- 
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valesence, and no evidence of even a minor 
hemorrhage in this series of cases. The 
stumps in one hundred of these cases were 
treated with tincture of iodine alone. 
These results were, so far as I was able 
to determine, identical. In the entire 
series there were eleven fecal fistulae 
which closed spontaneously not later than 
the 17th post-operative day. These were 
fistulae occurring in the far advanced 
gangrenous cases and were more welcomed 
than alarming. 

The advantages in this simplified “liga- 
tion” method are: 

(1). Rapidity and ease of performance 

(2). Easy adaptability to all cases 

(3). Smaller percentage of fecal fis- 
tulae 

(4). Lessened gas pains: due to 

(5). Lessened trauma 

(6). Absence of paralytic ileus due 
to lessen trauma 

(7). Elimination of all possibility of 
hemorrhage around stump of 
appendix 

Thus we have an operation in which the 
advantages are plainly manyfold. While a 
series of five hundred cases is not large it 
is a sufficient number to make evident the 
results thereof. The procedure is not origi- 
nal with me. It is supposed to have origi- 
nated with Dr. John Wyeth though the 
literature does not mention him as making 
universal use of the procedure. 

John J. Maloney reports a series of 3500 
cases so operated upon. Maloney says that 
in his series the time saved alone in each 
operation where the stump was not invert- 
ed averaged at least 10 minutes. This how- 
ever, is not nearly so important as the les- 
sened trauma, the elimination of possi- 
bility of closed infection, or the danger of 
hemorrhage which occasionally results fol- 
lowing the use of the purse string suture, 
and last the greatly lessened number of 
cases of paralytic ileus. 

The main theory as advanced against the 
use of this method was that “Mucosa would 
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not unite with mucosa.” Seelig showed that 
such condition would most certainly exist. 
Sellig also demonstrated that the con- 
stricting ligature caused a pushing back 
of the mucosa when tied so that “Serosa is 
actually brought into contact with serosa,” 
causing firm healing. 

The customary and usual appendectomy 
with so called inversion of the stump is ap- 
parently unphysiological. Instead of a pure 
physiological inversion of the stump the 
operation being done is in reality a bury- 
ing of the stump. Logically this is poor 
surgery as we invite a closed infection or 
a certain amount of connective tissue which 
must undergo pressure anemia and ulti- 
mate necrosis. Many operations to hide the 
stump of the appendix have been advocated, 
some even going so far as to invert the 
entire appendix. The literature along this 
line by Deaver, Mayo, Elsbey, Judd and 
others is very prolific. It is needless to 
say that the preponderance of opinion of 
the surgical profession at this particular 
time seems to be in favor of the closed 
methods, however, there is much doubt in 
my mind that were these same men to try 
the simpler procedure and note the end 
results, the facility and unhampered speed 
with which the operation can be done, 
many would forsake the older methods 
they are now employing and turn to the 
easier and simpler procedure. 

It is evident that in this procedure we 
have an operation meeting all require- 
ments, namely, the patient is safely and 
expiditiously relieved of his suffering 
with a minimal amount of trauma and a 
lessened opportunity for post-operative 
sequlae. 
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THE RABBIT OVULATION TEST 
IN THE DIAGNOSIS OF 
PREGNANCY.* 


E. L. KING, M. D.7 
and 
J. A. LANFORD, M. D.t 


NEw ORLEANS. 


The diagnosis of pregnancy in the vast 
majority of instances presents no difficulty, 
and in the doubtful early case a wait of a 
few weeks will settle the question. But 
not infrequently complicating factors are 
present, the matter cannot be settled by 
clinical observations alone, and temporiz- 
ing until the positive signs are manifest is 
out of the question. Many tests have been 
devised in the past, but all have been 
found to be more or less unreliable, 
and hence of no. real value. Recently, 
however, several new tests have been 
developed, which are in the nature of 
by-products of the epoch-making researches 
of Frank, Allen and Doisy, and others. 

A brief review of these recent discoveries 
is necessary in order to understand the 
principles underlying these tests. Theelin, 
a hormone developed by the ovarian fol- 
licle, carries the endometrium through the 
first stages of the menstrual cycle. Its 
most striking reaction in lower animals is 
hypertrophy of the generative tract. Pro- 
gestin, elaborated by the corpus luteum, is 
responsible for the completion of the cycle. 
But these hormones are developed only 
under the influence of the hormones of the 
anterior portion of the pituitary body. 
One of these, Prolan A, stimulates the 
follicle to produce its hormone, while 
another, Prolan B, causes the corpus 
luteum to elaborate progestin. These 
pituitary hormones are normally present 
in small amounts in the circulating blood 





*Read before the Orleans Parish Medical So- 
ciety, June 8, 1931. 
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of every woman. In pregnancy, however, 
all these hormones are produced in much 
greater quantities, and they are cast off in 
the urine in appreciable amounts. It 
appears that Prolan A is stable in the 
urine, hence the urine of a pregnant woman 
contains considerable amounts of this fol- 
licle-stimulating hormone, which is the 
basis of the Ascheim-Zondek test, and of 
the various modifications. 

Siddall! first proposed a biological test 
for pregnancy, based on the presence of 
theelin in the blood stream. One c.c. of 
the patients blood serum is injected sub- 
cutaneously into an immature virgin white 
mouse once daily for four or five days. 
The animal is killed, and the weight in 
milligrams is determined. The theelin 
causes hypertrophy of the whole genera- 
tive tract. The uterus and ovaries are 
dissected out en bloc and are weighed. 
The total weight is divided by that of the 
uterus plus ovaries; if the ratio is below 
400 the test is considered to be positive 
for pregnancy, while if it is over 400 the 
reaction is classed as negative. Mice 
weighing over 18 to 20 grams cannot be 
used, as the ratios do not hold good for 
these larger animals. Forty-five cases 
were reported in this preliminary paper. 
Of 18 non-pregnant patients (five of them 
males) all reacted negatively. One patient 
giving a negative test was clinically preg- 
nant. In 25 positive tests the patients 
were positively pregnant clinically, while 
another positive result was obtained in a 
patient delivered the day before the test 
was made. Thus in only one instance was 
the result in error. In a later report of 
97 tests, there were 7 wrong results, 
4 false positive readings and 3 false 
negatives. 

Mazer and Hoffman? employ the vaginal 
smear method, injecting urine into cas- 
trated white mice, and recording a posi- 
tive diagnosis if the smear contains only 
squamous epithelium cells, chiefly or en- 
tirely of the non-nucleated variety. The 
test seems to be very accurate, provided 
that the smears are correctly interpreted. 





Acute inflammatory lesions of the pelvic 
organs give a high percentage of positive 
readings, hence this method cannot be 
used when ectopic pregnancy (suspected) 
is to be differentiated from such lesions. 
Ascheim and Zondek,? in 1928, found 
that if immature female mice are injected 
with the urine of a pregnant woman, 
ovulation will be caused, and the charac- 
teristic changes will be manifest on macro- 
scopic examination of the ovaries, on 
autopsy at the end of one hundred hours. 
In this test four to six mice are used, and 
daily injections of the urine are adminis- 
tered. The results in the hands of the 
originators have been 95 to 98 per cent 
accurate, and these results have been 
abundantly confirmed by other investi- 
gators. However, there are several factors 
which serve to detract from the usefulness 
of the test. First, it is essential that 
immature female mice, not over twenty- 
one days old and weighing not more than 
six to eight grams, be used. It is often 
very difficult to be sure of the sex of these 
small animals. Secondly, the urine is at 
times toxic to the mice, so that the entire 
batch dies, and it is necessary to repeat 
the test. Thirdly, the fact that four days 
are required for the completion of the test 
renders it valueless when information is 
urgently desired, as for example in sus- 
pected ectopic pregnancy. To overcome 
these objections, Schneider, repeating the 
work of Friedman,® has employed young 
female rabbits not over twelve to fourteen 
weeks old. The rabbit has the peculiarity 
of ovulating only after copulation, hence 
Schneider felt that young female rabbits 
that had never copulated, would be ideal 
for the test. Still more recently, Friedman 
and Lapham,* have shown that older rab- 
bits, even parous ones, may be used as well, 
provided they have not copulated for four 
or five weeks. The test is complete at the 
end of eighteen to twenty-four hours, and 
this fact is one of its chief advantages. 
The technic is as follows: Ten c.c. of 
the filtered urine (it is not necessary to 
sterilize it) is injected into the ear vein 
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of the rabbit (Wilson states that this urine 
need not be fresh, as he has found’ it to 
contain the hormone after being in the ice- 
box for several weeks). Eighteen to 
twenty-four hours later the rabbit is killed 
and autopsied, or the ovaries may be in- 
spected by laparotomy, thus avoiding the 
sacrifice of the animals. If the test is 
positive, the ovaries are studded with 
hemorrhage follic'es of varying size, which 
appears as bright red elevated areas, 
easily recognizable macroscopically. Wil- 
son® states that the follicles must be 
ruptured in order for the test to be con- 
sidered positive. 

The chief advantages of this modification 
are its simplicity and rapidity. It seems 
to be a little more expensive than the 
Ascheim-Zondek method, as the rabbits 
cost about $1.50 each, as compared with 
a figure of 15 to 25 cents for the mice 
(about $1.00 for each test). Again, it is 
necessary for the rabbits to be isolated for 
three or four weeks, which means expense 
for care and feeding. It is not necessary 
to isolate the mice, and the feed bill is 
practically nil. It has been estimated that 
the rabbit test costs the laboratory about 
$5.00, while the original Ascheim-Zondek 
costs about $1.50. 

What results have been secured? Schnei- 
der, in his preliminary report of 100 tests, 
found that in every instance the result 
tallied with the clinical findings. It was 
positive as early as eighteen to twenty days 
after conception; 7. e., the reaction was 
obtained in these women before the expected 
menstrual period had failed to materialize. 
It was positive in the early puerperium, 
becoming negative in a few days. Wilson’ 
in 200 tests, found it uniformly accurate. 
It is interesting to note that he found it 
negative in cases of missed abortion 
(i. e., where fetal death has occurred, but 
the product of conception has not been ex- 
pelled), but that it was nearly always 
positive in cases of intrauterine fetal death 
at or near term. Examination of. the 
placentas from these patients, however, 
showed areas of living tissue, which was 


not found in the specimens from the cases 
of missed abortion. Hence he concludes 
that the test is positive whenever living 
fetal tissue is in contact with the maternal 
blood stream. Heany® reports a case in 
which the diagnosis of unruptured tubal 
pregnancy was confirmed by this test, and 
was verified at operation. Friedman and 
Lapham® state that the laboratory diag- 
nosis by their method has agreed with the 
ultimate clinical diagnosis in each of the 
92 cases for which they were able to secure 
adequate data; a few patients could not be 
satisfactorily checked. Curtis® obtained a 
positive result in a patient with hydatid 
mole. In this connection, it is interesting 
to note that Mack and Catherwood!’® report 
positive results with the Ascheim-Zondek 
test in cases of hydatid mole and of chor- 
ioepithelioma, and suggest its use in fol- 
lowing cases of mole to determine when 
the uterus is entirely empty, and also to 
detect beginning malignancy, should it later 
develop. 

Our experience with the test is limited 
to a few cases, but we have come to place 
great reliance upon it. In one instance, 
subserous myoma as large as a fetal head 
was diagnosed in a young woman of 28, 
but pregnancy was suspected because of a 
slight softening of the cervix, in spite of 
a normal menstrual history. The test 
was negative, and this result was verified 
at operation. In another patient, aged 
39 years, with one child 16 years old, the 
picture was obscured by myomata of the 
uterus, an atypical and irregular men- 
strual history, and the reluctance of the 
patient to believe herself pregnant because 
of the contraceptive measure habitually 
employed. The test was positive, and the 
subsequent history and findings have estab- 
lished the diagnosis of pregnancy. 

We must bear in mind, however, that 
the Ascheim-Zondek test and these various 
modifications, including this most interest- 
ing one of Friedman’s, have been developed 
only recently, and that further experience 
may show that they are not so accurate as 
they have thus far appeared to be. If, on 
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the other hand, their dependability is sub- 
stantiated, we will have at our disposal an 
easy and accurate diagnostic aid, which will 
no doubt become a routine laboratory pro- 
cedure. It is easy to imagine many 
conditions in which such a test will be in- 
valuable, e. g., in differentiating between 
pregnancy and neoplasm, or in diagnosing 
pregnancy plus neoplasm, in some cases of 
ectopic pregnancy, etc. It is to be hoped 
that this simple and easy procedure will 
prove to be as accurate as it now appears 
to be. 
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Dr. Hilliard E. Miller: As early as 1901 atten- 
tion was called to the possible relationship be- 
tween the influences that the pituitary gland might 
have on the development of sex organs. It was 
not until 1908 or 1909 that ‘the operation of 
excision of the pituitary was developed and it was 
proven conclusively that the sex organs did not 
develop in animals when the pituitary gland had 
been extirpated. Following this work, someone 
attempted to feed pituitary extract to animals 
from which the pituitary gland had been removed, 
and it manifested no influence at all on the devel- 
opment of the sexual organs. The next procedure 
was that of the injection of extract of pituitary 
glands, which was remarkable in that these cases 
had superovulation where the extract had been 


epithelioma. 





injected into the ovary. The cells in these cases 
showed very pronounced red cells. 

It remained for Ingalls and Smith to do some 
actual transplantation in these cases. They trans- 
planted pituitary glands in animals from which 
the pituitary had been extirpated. In these cases 
there was manifested in the sexual organs normal 
growth, normal follicular development in the 
ovary and at the same time development of the 
hormone of the ovary which gave rise to changes 
in the uterus and vagina. - As far as we have been 
able to prove the pituitary gland has an activating 
influence on the follicle of the ovary. When the 
ovary is thoroughly developed the ovary makes 
its own hormone. This hormone has to do with 
the development of the uterus and the vaginal 
changes. As a matter of fact, only recently have 
workers attempted to show that there are two 
different hormones from the pituitary glands: 
one the growth hormcne, and secondly, the sex 
maturing hormone. During the growth of the 
individual, this growth hormone neutralizes or 
holds in abeyance the pituitary hormone with an 
influence on the ovary. 

Aschheim-Zondek transplanted other glands to 
show that the pituitary alone had this influence on 
the ovary. This pituitary hormone, very shortly 
after conception, begins to increase in the urine 
up to where it is estimated between three to five 
thousand units in each 6 cc. of urine, through the 
first four months. In the latter period of preg- 
nancy this hormone is greatly diminished, until! 
at the end of eight or nine days after délivery, 
the urine is entirely free of it. 

The changes found in the ovary are: first, the 
development of the follicles of the ovary, which 
are very decidedly enlarged. The most import- 
ant changes, as Dr. Lanford called attention to, 
are the hemorrhage into these follicles and the 
development of corpus luteum. 

This test would be extremely interesting in 
cases operated on for chorionepithelioma. I oper- 
ated upon two in the last year. If you have neg- 
ative tests, or a series of negative test, you should 
feel with a fair degree of certainty that the result 
is indicative that the malignancy is completely 
eradicated. 

I believe the greatest importance which this 
test will bear in clinical work is for differential 
purposes, in all cases where we have been undecid- 
ed as to whether the uterus is pregnant or not, 
and in some cases where we have had in the past 
to open the uterus to see whether it is pregnant. 
In cases of abortion it will certainly be of great 
assistance to us. However, if the test is done 
within 8 or 10 days after the abortion is supposed 
to have occurred, we are apt to be misled. 

Dr. Isidore Cohn: I might seem out of place 
as a surgeon discussing an obstetrical matter. 
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In the American Journal of Cancer for April, 
1931, at the Memoriai Hospital, New York City, 
Ferguson, Downes, Ellis and Nicholson reviewed 
the literature on this subject and the work of 
Aschheim-Zondek. The latter collected 55 cases 
of genital carcinoma, and of the 55 cases 45 
showed positive Aschheim-Zondek test. 

Dr. Miller has mentioned chorionepithelioma, 
and one of their particular purposes in studying 
the test was to try to find out how much value the 
test would be in differentiating malignant and 
benign conditions by the test. They tried the 
Aschheim-Zondek test in 98 cases, and in the 
benign condition nothing was found, but in ex- 
tragenital carcinoma of women they found 4 
positive cases. Others have reported like results. 

While we are all getting enthusiastic about the 
test, we may as well look the facts in the face. 
There is danger of getting too enthusiastic. Some 
of these women we think pregnant may have 
genital carcinoma. 

Dr. John A. Lanford (closing): Most of us in 
the medical profession are desirous of finding 
some one test that will lessen the amount of 
time in studying our cases for diagnosis. This 
test is an example of a time-saver and is likely 
to be abused as it offers the clinician an oppor- 
tunity to have a rabbit injected with the urine of 
a suspected case of pregnancy without first thor- 
oughly studying the patient from the clinical 
standpoint. The value of most laboratory tests 
should be considered as only another evidence 
of a particular disease and only in a few in- 
stances do the laboratory findings make the diag- 
nosis. The laboratory findings should always be 
correlated with the clinical findings in order to 
more surely arrive at the correct diagnosis and 
the result of the rabbit test should be correlated 
with the clinical findings before a diagnosis of 
the presence or absence of pregnancy is reached. 

Dr. E. L. King (closing): In answer to Dr. 
Cohn, I would say that the matter is still too 
recent to be dogmatic about it. All this has been 
true of the history of other tests. Of course, 
further work remains to be done. 


The question of malignancy is rather interest- 
ing and each case would be settled on its own 
merits. I might say that in one of the articles 
on the rabbit test, to which I referred in the 
paper, it is definitely stated that the test is nega- 
tive in malignancy. Why this method should thus 
differ from the Aschheim-Zondek test I cannot 
say. However, if we can find these tests, or any 
modification of them, to be as valuable as they ap- 
pear to be now, and can rule out extraneous con- 
ditions, they certainly will be of great value in 
many instances. 


I might mention that only recently in the past 
few months, two normal pregnant uteri, re- 
moved at operation in one of the local hospitals, 
have been turned over to the Department of 
Anatomy at Tulane. It certainly would appear 
some such test would be of value. It still re- 
quires a considerable amount of study to evaluate 
the test, but at present it seems to be a definite 
step forward. The main feature of the test is 
the simplicity of performance. 





THE SIGNIFICANCE OF 
SPLENOMEGALY.* 


ISIDORE COHN, M. D., 
NEw ORLEANS. 


If one finds an enlarged spleen during 
the course of his physical examination 
the proper interpretation of its significance 
may result in the adoption of a course of 
treatment which may be spectacular in its 
beneficial effects. Splenectomy for spleno- 
megaly is untenable. Lest we become too 
enthusiastic in our approach to the prob- 
lem of surgery where splenomegaly exists 
we must remember the fact that operation 
will be beneficial directly as the spleen is 
the seat of the greatest disturbance in the 
disease entity. Differential diagnosis is 
essential. Laboratory data are of the 
greatest value; without these accurate 
diagnosis is not possible. 

Splenomegaly results from a_ great 
variety of individual causes. These may 
be included under four general groups: 
(1) infections, (2) tumors, (3) blood 
dyscrasias, and (4) disturbance of the 
whole reticulo- endothelial system. This 
system, it should be remembered, is wide 
spread throughout the body and is sup- 
posed to provide the normal balance 
between the blood making and destroying 
organs. 

Of the many conditions which give rise 
to splenomegaly there are only a few from 
which beneficial results may be expected to 
follow splenectomy. It has been demon- 
strated, both experimentally and by clinical 
experience that removal of the enlarged 





*Read at the meeting of the Eighth Councilors 
District Medical Society, Natchez, October 6, 1931. 
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spleen for a pathological condition is fol- 
lowed by: (1).a rise in the red cell count; 
(2) an increase.in the resistance of the red 
cells to hypotonic salt solution; (3) less- 
ened tendency to jaundice; (4) cessation of 
spontaneous hemorrhages; (5) an increase 
in the platelet count, a return to the normal 
bleeding time, and, a retractile blood clot; 
(6) a proliferation of the endothelial cells 
in lymph glands and in the liver, and a 
reddening of the bone marrow; (7) there is 
less blood in the portal circulation. When 
we consider the clinical syndrome in a par- 
ticular case it is wise to consider whether 
any one of the above conditions will be the 
desired outcome of the operative procedure. 
Splenomegaly is often associated with 
fever, repeated hemorrhages, polycythe- 
mia, jaundice, and lymph gland enlarge- 
ment. Splenomegaly when associated with 
fever demands differentiation for the elim- 
ination of malaria, typhoid fever, Hodg- 
kin’s disease, ‘acute myelogenous leukemia, 
acute splenic anemia, undulant fever, and 
some of the tropical diseases, such as 
kala-azar and bilharziasis. In the group of 
splenomegalies associated with marked 
febrile reaction surgery is rarely indicated. 
Differential diagnosis in some of these 
cases is extremely difficult and the course 
of the case may even approach a fatal 
termination without a diagnosis being 
made. The blood picture may change 
rapidly and add to the confusion. 
Splenomegaly in association with glandu- 
lar enlargement may be due to Hodgkin’s 
disease, lymphatic leukemia, tuberculosis 
and lues. This group rarely calls for 
surgery. I do not think that any one today 
would consider surgery directed toward the 
spleen in either Hodgkin’s disease or leu- 
kemia. Occasionally it may be indicated 
in syphilis or tuberculosis because of the 
presence of an extremely large spleen, 
which, in the case of syphilis, does not 
respond to treatment. Tuberculosis of the 
spleen is associated with a clinical and 
hematological picture similar to polycy- 
themia vera. The error of confusing one 
disease with the other has lead to the 





removal of the spleen in such cases. Where 
the’ diagnosis of tuberculosis has been 
correct: recovery has resulted; other cases 
have resulted fatally. 

Splenomegaly in association with re- 
peated hemorrhages may be caused by true 
purpura and purpura simplex, hemophilia, 
splenic anemia, hemolytic jaundice, per- 
nicious anemia, and polycythemia vera. 
As surgeons we are concerned mostly with 
a group of diseases in which anemia, 
jaundice or repeated hemorrhages are the 
outstanding phenomena. More than seven- 
ty-five per cent of all splenectomies (other 
than for traumatic conditions) are done 
for splenic anemia, hemolytic jaundice and 
purpura hemorrhagica. A few years ago 
primary pernicious anemia was considered 
surgical in the sense that splenectomy plus 
transfusion seemed to increase the life 
expectancy. Since the introduction of the 
liver diet by Minot and his associates 
splenectomy is no longer mentioned in 


connection with this fatal type of anemia. 
SPLENIC ANEMIA. 


Splenic anemia is a disease the etiology 
of which is unknown. Any form of 
treatment, therefore, must be based on 
theoretical considerations and clinical ex- 
perience. A brief review of the clinical 
syndrome, which we recognize as splenic 
anemia, may not be out of place. 

This disease is characterized by spleno- 
megaly, weakness, progressive secondary 
anemia, low color index and leukopenia. 
The red cells retain their normal shape. 
Nucleated red cells are rarely seen and the 
fragility of the red corpuscles is not in- 
creased. The coagulation and bleeding 
time are normal and the platelet count is 
not disturbed. Jaundice is rare. At times 
there are hemorrhages which may be 
severe and occasionally prove fatal. The 
most severe hemorrhages are uterine; 
however, purpura, epitaxis, hematemesis, 
melena, and hematuria are seen. In the 
later stages of the disease the liver is 
enlarged and there is an associated ascites. 

Differential diagnosis is essential. The 
low color index, the absence of nucleated 
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red cells and the retention by the red cells 
of their normal size and shape differen- 
tiate this clinical picture from pernicious 
anemia in which we have a progressive 
anemia, a high color index, nucleated red 
and marked changes in the size and shape 
of the cells. The absence of jaundice and 
the absence of increased fragility aid in 
differentiating splenic anemia from hemo- 
lytic jaundice. While it is true that splenic 
anemia is associated with hemorrhages, 
which at times are alarming, the laboratory 
data relatively early differentiate it from 
purpura hemorrhagica. In splenic anemia 
the coagulation and bleeding time are 
normal and the platelets are unaffected, 
whereas, in purpura the bleeding time is 
prolonged, the platelets diminished and the 
clot is non-retractile. 

Mention has been made of the fact that 
since we do not know the etiology of 
splenic anemia treatment must be based 
on theoretical considerations and clinical 
experience. Clinical experience of such 
authorities as Wilkie, Lord Moynihan, 
Mayo, Bunting, Pool, Stillman, Hanrahan 
and others indicate that splenectomy is the 
treatment of choice. Our own experience 
certainly bears testimony to the splendid 
results which may be expected from splen- 
ectomy. Hanrahan has called attention 
particularly to the fact that there is a 
normal balance between hematopietic and 
hematocatatonistic function. It is obvious 
that there is an uncompensated disturbance 
of this blood balance in splenic anemia. 

The reticulo-endothelial system, of which 
the spleen is a part, is supposed to be that 
system which provides the normal balance 
between the blood making and the blood 
destroying organs. The presence of splen- 
omegaly points to some involvement of the 
spleen. Removal of a hyperactive spleen is 
followed by a rise in the red cell count and 
a diminution in the blood content of the 
portal circulation. Even though that organ 
may not be the primarily diseased organ 
it is an agent of destruction, hence we may 
expect the essential cause of the disease to 
be rendered ineffective by splenectomy. In 


this expectancy one is not disappointed. . 


Following splenectomy I think one may 
confidently expect good results in early 
cases of Banti’s disease or splenic anemia, 
and may even obtain excellent results 
where cirrhosis and ascites are already 
present since the removal of the diseased 
spleen diminishes the quantity of circulat- 
ing blood through the already engorged 
diseased liver. 


HEMOLYTIC JAUNDICE. 


The patient who presents himself with 
painless jaundice affords immediately the 
interesting problem of differentiation be- 
tween hemolytic jaundice and a jaundice 
due to an obstruction by compression, 
usually associated with malignancy. Hemo- 
lytic jaundice is characterized by spleno- 
megaly, the presence of coloring matter in 
the stool and the absence of bile pigment 
in the urine. In the painless jaundice due 
to a carcinoma obstructing the duct there 
is a persistent absence of bile from the 
stool and duodenal contents. This distinc- 
tion should be carefully noted in such 
cases. Examination of the blood, however, 
reveals the diagnostic characteristics of 
hemolytic jaundice. There is an increased 
fragility of the red cells and an anemia 
which at times is so great that it almost 
presents a picture of pernicious anemia. 
It should be remembered, as Whipple has 
pointed out, that this type of jaundice is 
the result of excessive red cell destruction 
followed by the formation of an amount of 
bile pigment which is beyond the power of 
the liver to excrete. We know that splenec- 
tomy is followed by an increased resistance 
of the red cells to destruction, therefore, 
there will be less opportunity for the 
formation of bile pigments, hence there 
should be less jaundice. 


Since these things are facts splenectomy 
should be a specific antidote for a disease 
where the hypersplenism is associated with 
destruction of the red cells, increased pig- 
ment formation and increased fragility of 
the red cells. All authorities have agreed 
that the diagnosis once made indicates 
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splenectomy after proper pre-operative 


preparation of the patient. 
PURPURA HEMORRHAGICA. 


One of the most spectacular develop- 
ments in modern medicine has been the 
recognition of the fact that purpura hemor- 
rhagica, one of the dreaded hemorrhagic 
diseases, has been proven to be curable by 
splenectomy. This development is largely 
the result of the work of Duke, Kaznelson 
and Frank. The brilliant work of Brill 
and Rosenthal did much to popularize this 
method of treatment in our country. 

This disease is characterized by varying 
degrees of splenic enlargement, hemor- 
rhage from the mucous membrane and 
under the skin, marked anemia, prolonged 
bleeding time, normal coagulation, a non- 
retractile clot and a diminution in the 
platelets in the circulating blood. The out- 
standing characteristic is the diminution of 
the platelet count. The diminution is due 
to the destruction of the platelets by the 
spleen and other members of the reticulo- 
endothelial system. 

It is not necessary at this time to go 
into the origin of the platelets and other 
theoretical considerations because this has 
been done many times. The natural ques- 
tion, however, which arises, is “Why 
should splenectomy be done?” Kaznelson 
has tersely concluded: “We must look 
upon the spleen tumor as the expression 
of an intensified function of the spleen, 
leading especially to the conclusion that 
blood platelets are being destroyed in 
larger number than was normal.” Since 
we know that the platelets are the only 
formed element which have to do with 
coagulation their destruction by the spleen 
diminishes thromboplastic substances, and 
hence, we have a prolonged bleeding time 
and a non-retractile clot. There is noth- 
ing more spectacular than to see a patient 
who has had large subcutaneous hemor- 
rhages cease to have these hemorrhages 
following splenectomy. These patients 
rarely have recurrences of hemorrhages 
after splenectomy. It should not be over- 
looked, however, that some of the other 





hemorrhagic diseases, 


such as. purpura 
simplex and hemophilia do not respond in 


a like manner. Further, it should be re- 
membered that sera and calcium salt will 
not be effective in controlling hemorrhages 
in cases of purpura. I believe that trans- 
fusion and splenectomy are specific in this 
disease. Much more could be said with 
reference to it, but the essential points, 
which will save many of these otherwise 
hopeless cases, are differential diagnosis, 
greater cooperation between the laboratory 


and the clinician, and an early operation. 
POLYCYTHEMIA. 


This disease is included in the discussion 
not primarily because of the desire to dis- 
cuss a rare disease, but because the citation 
of an individual case which went unsus- 
pected for a long period of time, due to 
omissions and then an error in judgment 
lead to an early fatal outcome of the case. 
The original errors were the result of 
omissions. The physicians first consulted 
did not resort to the simplest forms of 
laboratory data which might at least have 
given them a lead. The error in judgment 
was the operation. 

Briefly, the patient was a male, aged 
57 years, who had for a few months com- 
plained of dizziness, marked weakness, 
and digestive disturbances which would 
come on at any time irrespective of the 
food intake. He gave a history of having 
had hemorrhages from the nose, stomach 
and bowel. He had been treated for 
myocarditis and for ulcer of the stomach. 
So far as available information was con- 
cerned a complete blood picture had not 
been made. It was through the courtesy 
of Dr. I. I. Lemann that I saw this patient 
after he had completely worked up the 
case. 

The outstanding points which we had to 
consider were the recurring gastrointes- 
tinal hemorrhages, headaches, dizzyness, 
the enlarged spleen, polycythemia, and 
leukocytosis, polynuclear in character. In 
this instance the question arose whether 
we were dealing with a true polycythemia 
or a polycythemia of unknown origin. It 
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was my impression that we were dealing 
with a polycythemia of unknown origin, 
possibly of tuberculous origin, and on that 
basis I advised splenectomy. The case 
proved to be a polycythemia vera and the 
outcome was fatal. 

In view of the fact that this and many 
other similar cases go untreated for long 
periods of time it might be well to give 
a resumé of some of the outstanding 
symptoms of this disease. It is a slowly 
progressive chronic disease associated with 
an extremely large spleen, marked weak- 
ness, a peculiar flush of the skin (appar- 
ently a much deeper red that normal) 
which is especially noticeable about the 
face and hands. In the later stages there 
are hemorrhages which may be intestinal, 
cerebral and even in the extremities. This 
syndrome is extremely important because 
of the difficulties encountered in arriving 
at a correct diagnosis. One of the con- 
ditions with which it is often confused, 
tuberculosis of the spleen, is benefitted by 
splenectomy. In polycythemia vera be- 
cause of uncompensated activities on the 
part of the hemotopoetic system, splenec- 
tomy is not indicated. 

Many of the other conditions which give 
rise to splenomegaly might be discussed, 


but that would unduly prolong the paper. 
CONCLUSIONS. 


Personal experience with a group of 
cases in which splenomegaly was a promi- 
nent manifestation has impressed me with 
the fact that there are several outstanding 
points which should be of great practical 
value: ’ 

(1) Splenomegalies associated with 
acute febrile reaction are rarely benefitted 
by splenectomy. 

(2) Splenomegalies associated with 
glandular enlargements (Hodgkin’s dis- 
ease, lymphatic leukemia, tuberculosis and 
lues) are not to be considered as surgical 
cases. 

(3) Gastric hemorrhages are often 
allowed to cloud the issue and an unwar- 
ranted conclusion is arrived at that the 
disease is primarily in the stomach when 


in reality it may be secondary either to 
the engorgement of the portal circulation 
in the case of polycythemia or late Banti’s 
disease and pernicious anemia. 

(4) Secondary anemias are often 
treated without reference to the etiologic 
factors. If these cases are thoroughly in- 
vestigated -probably more early splenic 
anemias would be brought to light and 
earlier surgical intervention will offer the 
patient more hope for an eventual recovery. 

(5) Hemorrhagic purpura is curable 
in a spectacular way by splenectomy. 

(6) Serums and calcium salts are of 
no value in the treatment of true purpura. 

(7) Splenectomy is not to be con- 
sidered primarily as the treatment for 
splenomegalies. 

(8) Splenomegaly in some instances is 
the result of diseases which are curable 
by splenectomy. 





SUBPHRENIC ABSCESS: A CLINICAL 
STUDY.* 


W. S. KERLIN, M. D. 
SHREVEPORT, LA. 


Localized supuration beneath ard in 
more or less intimate contact with the 
diaphragm usually termed subphrenic or 
sub-diaphragmatic abscess offers to the 
internist, the surgeon, and the radiologist 
a most difficult diagnostic problem. Mis- 
takes are frequent and seemingly justifiable. 
On the other hand, cases are frequently 
diagnosed too late before operative inter- 
ference, and when surgical drainage is 
finally resorted to the patient is so toxic 
that the treatment is to no avail. 

Insidious in onset, this condition may 
present a symptomatology so varied and 
misleading that definite diagnosis is at 
times impossible and can only be made 
with certainty by operation or at autopsy. 
During the past few years this subject has 
been studied extensively, much has been 
written, and as a result earlier recognition 
has been possible. Despite this and the 


*Read before the Louisiana State Medical So- 
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development of better operative technic, 
the mortality has not been correspondingly 
lowered. According to Moynihan we should 
expect about 16 per cent mortality. Lock- 
wood’s statistics from the Mayo Clinic 
gave a mortality of 33.3 per cent in 
81 operated cases, with a mortality of 
97 per cent in 32 unoperated cases. Deaver 
reports 20 cases in 2,400 consecutive cases 
of appendicitis. Eisendrath reports 106 
cases, six occurring on the left side, and 
resulting from appendicitis. 

To properly understand the formation 
of subphrenic abscess, and from the 
standpoint of operation, in order to de- 
termine the best method of approach for 
drainage, some knowledge of the anatomy 
of the subphrenic spaces is necessary. 
Ochsner and Nather devised the following 
classification on the cadaver which they 
believe conform to most cases clinically. 
They consider a subphrenic abscess a local- 
ized inflammatory process in one of the 
spaces located between the diaphragm 
above and the transverse colon below. 

This area is divided by the liver into an 
infra and a supra-hepatic portion. The 
supra-hepatic space is located between the 
diaphragm above and the superior surface 
of the liver below. It is again divided into 
a right and left space by the falciform or 
suspensory ligament, the lower free edges 
of which is the round ligament which con- 
tinues to the umbilicus. The coronary liga- 
ment, which is the reflection of the 
peritoneum from the under surface of the 
diaphragm onto the superior surface of the 
liver, divides the right superior space into 
an anterior and a posterior. The left 
prolongation of the coronary ligament 
which is known as the triangular ligament, 
or left lateral ligament, passes backward 
to lie at the posterior edge of the left 
lateral lobe, so that on the left side-there 
is only an anterior superior space. The 


right prolongation, or the right lateral 
ligament, passes somewhat anteriorly, di- 
viding the right superior space into a large 
The 


anterior and a small posterior space. 





retroperitoneal space consists of that area 
inclosed within the limits of the coronary 
ligament, and is in contact with those 
portions of the liver and diaphragm which 
are not covered with peritoneum. The 
infra-hepatic space, which is that located 
between the liver above and the transverse 
colon below, is divided into a right and left 
inferior space by the round ligament and 
the ligament of the ductum venosus. The 
left inferior space is again divided into an 
anterior and posterior space by the lesser 
omentum in the lesser peritoneal cavity, and 
that lying anteriorly is known as the left 
anterior inferior space. 

Abscesses in the right subphrenic space 
usually originate from the following: 
Abscess of the liver (amebic or from an 
ordinary pus infection), the kidney, dis- 
eases of the gall-bladder and ducts, or 
from duodenal ulcer. It is very probable 
that metastatic abscesses with subsequent 
rupture into the subphrenic spaces are 
much more common than hematogenous 
infection. The right space connects fully 
with other fossae and particu'arly, by way 
of the right lumbar grove, lying between 
the ascending colon and loin, with the 
appendiceal and pelvic regions. As a con- 
sequence, appendicitis is a common, if not 
the most common etiological factor and 
most of the abscess resulting from appendi- 
citis occur on the right side. The left 
subphrenic space is in relation with the 
following organs: The spleen, left lobe of 
liver, cardiac end and posterior wall of 
stomach, left kidney, adrenal and tail of 
the pancreas. Lesions of these organs, 
therefore, may by perforation or extension 
result in abscesses of this space, often 
called perigastric or perisplenic. 

Among the most common causes appendi- 
citis, ruptured peptic ulcer, and infection 
of the liver or gall bladder predominate. 
Gravity, no doubt, plays a part in the 
selection of the space for localization of the 
abscess, thus, if for any reason fluid 
accumulates in the peritoneal cavity, either 
before or after operation and the patient 
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is not in a sitting position, the fluid will 
tend to gravitate to the subphrenic space 
instead of. flowing down into the pelvis. 

Extension of intra-thoracic suppuration 
through the diaphragm to cause a sub- 
phrenic abscess is a rare occurrence and 
is probably expained by the fact that 
the current of lymph which flows through 
the diaphragm is ascending and not de- 
scending. Focal infection is mentioned as 
a cause and though cases have been sighted 
as apparently due to carbuncles, cellulitis, 
or dental infection, this mode of infection 
is the exception rather than the rule. 
Abscesses apparently occur spontaneously 
at times. Ochsner makes the statement 
that there are many cases of subphrenic 
inflammation which go on to resolution and 
do not give rise to the symptoms and signs 
of a subphrenic abscess. 

Various organisms have been found, the 
colon bacillus being present in the majority 
of cases. The gas present in about one- 
third of the cases is usually the result of 
bacterial action, and discovered in cases of 
long standing; however, rupture of a hollow 
viscus is occasionally responsible. In most 
cases a history suggesting appendicitis, a 
ruptured peptic ulcer, or gall bladder dis- 
ease can be obtained. The onset of the 
abscess may be acute or insidious; more 
often it is the latter; however, case No. 2 
illustrates the suddenness of abscess 
formation following an operation for 
appendicitis. Most cases follow an opera- 
tion for an acute abdominal condition. 
It has been aptly suggested to suspect sub- 


phrenic abscess in all post operative cases ~ 


that are not doing well. 

The history is all important, especially 
in the long standing cases when the 
diagnosis may be exceedingly difficult. 
They usually look and feel sick, fever, 
chills and sweats are significant. The tem- 
perature is as a rule variable, at times 
septic, suggesting pus under tension. Pain 
over the lower right chest is usually com- 
plained of and quite frequently right 
shoulder pain due to phrenic nerve irrita- 
tion is also complained of. Shortness of 


breath and difficult breathing vary with 
the amount of secondary lung involvement. 
Coughing with productive expectoration 
occurs only after rupture into the lung. 

The physical signs are as variable as 
the symptoms. In the early stages no 
local signs are discovered unless carefully 
searched for. The motion of the chest on 
the affected side is usually limited, due to 
fixation of the diaphragm. In abscesses 
occurring on the right side and not con- 
taining air the upper level of liver dullness 
is frequently increased and if careful per- 
cussion is practiced will frequently give a 
clue to a correct diagnosis. Friction sounds 
are often heard at the base of lung poster- 
iorly due to involvement of the pleura. As 
the accumulation beneath the diaphragm 
increases signs of lung compression appear 
and the upper border of liver dullness in- 
creases. As a result of this encroachment 
a dull note is present over the base of the 
right lung and extending up to angle of the 
scapula. There is also present diminished 
voice and respiratory sounds and frequent- 
ly rales. These findings are frequently mis- 
taken for a primary pulmonary or pleural 
involvement and as a result a correct diag- 
nosis is not infrequently overlooked. The 
abscess may finally rupture into the pleural 
space producing an empyema, or into a 
bronchus resulting at times in a spontane- 
ous cure. 

Probably the most valuable single diag- 
nostic aid aside from history is the roentgen 
ray and the fluoroscope. A dome like eleva- 
tion of the diaphragm into the thorax with 
a limitation of the diaphragmatic excursion 
on breathing and an acute costo-phrenic 
angle in the absence of lung involvement 
is always suggestive of a _ subphrenic 
abscess. When, however, the abscess is 
complicated by pleural effusion or empyema 
it is impossible to separate the shadows 
and the diagnosis must be made in con- 
junction with other methods. A point of 
value in differentiating subphrenic abscess 
from pleural effusion is the fact that in the 
former the heart is not displaced laterally. 
In gas containing abscesses a pocket of air 
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will show on the plate and if. the patient 
is fluoroscoped in a standing or lateral 
position a fluid level can be made out. 

Exploratory puncture, while somewhat 
dangerous, should be resorted to when in 
doubt. A negative puncture does not rule 
out the presence of an jbscess and should 
be repeated if the symptoms and signs 
warrant same. 

Within the past few years a series of 
12 cases have been observed by the writer. 
The following case reports represent in- 
teresting types from the standpoint of 
etiology, symptomatology and diagnosis: 

CASE REPORTS. 

Case 1.. C. E. E., white male, aged 31 years, 
presented himself in February, 1924 with the fol- 
lowing complaint: Loss of 24 pounds in the past 
year, considerable digestive disturbance with 
flatulency after meals, and soreness in the right 
hypochondriac region with these attacks. Later 
he complained of soreness along the right costal 
margin and felt as if he had fever at times. There 
was no history of dysentery. He was denied en- 
trance into the U. S. army in 1917 due to an en- 
larged liver. Prior ts this time he had spent sev- 
eral years in the tropics. In 1918 he had osteo- 
myelitis of the lower maxilla, and again in 1921 
of the left wrist joint. He was undernourished, 
slightly jaundiced, temperature 100° F. There 
was dullness at the base of the right lung extend- 
ing up to angle of the scapula. The voice and 
respiratory sounds were diminished. The liver 
edge was palpable about four fingers’ breadth be- 
low costal margin, being very firm and tender to 
pressure. The radiographic examination of the 
chest revealed lung fields negative, right dia- 
phragm considerably elevated, but the outlines 
were smooth and regular. The total leukocyte 
count was 14,000, polynuclear-neutrophiles 65 
per cent. With the history of several years in 
the tropics, rejection from military service on 
account of enlarged liver, and the present phys- 
ical findings of enlarged liver, mild jaundice, 
leukocytosis, and fever, an amebic hepatitis was 
seriously considered. A liver abscess with exten- 
sion into the subphrenic space was also thought 
of. Daily injections of emetine hydrochloride were 
begun. Three weeks later the following notation 
was made: He has undergone considerable im- 
provement within past three weeks, gaining ten 
pounds, feels much stronger, and color consid- 
erably improved. Examination of abdomen shows 
an appreciable reduction in size of the liver, 
being palpated about two and one-half fingers’ 
breadth below costal marking. He was advised to 


continue with the emetine and a restricted diet. 
Twenty-four days later patient stated that he felt 
better than he had in five years. He continued to 
gain in weight and strength. The fever subsided 
and the leukocyte count returned to normal. As 
the patient was working in a neighboring state 
he would not remain for further observation, 
however, he was impressed with the importance 
of periodic courses of emetine. He returned 13 
months later and was admitted to the hospital 
with the following history: Gained steadily in 
weight and was feeling unusually well for a period 
of eight months when he developed hemorrhoids 
which bled profusely. He began having fever, 
rigors, and sweats, with rapid loss in weight. Em- 
etine had not been continued as instructed and 
he had imbibed freely of alcohol. He was mark- 
edly emaciated, deeply jaundiced and septic in 
appearance. The liver edge was palpable four 
fingers’ breadth below costal margin, moderately 
firm and painless. There was dullness at the base 
of the right lung with a harsh friction sound 
present. Rectal examination revealed protrud- 
ing and infected hemorrhoids. The radiographic 
examination showed marked elevation of the right 
diaphragm, with an air bubble beneath, and con- 
siderable enlargement of the liver shadow. Aspi- 
ration in the seventh interspace in the anterior 
axillary line revealed thick yellow pus. Rib re- 
section was done with drainage of large quantity 
of foul smelling pus, culture positive for staphylo- 
coccus aureus. Repeated smears were negative 
for ameba. A few days following operation he 
passed copius amounts of pus and blood by rectum 
indicating that an abscess had ruptured into the 
bowel. The abscess cavity was irrigated daily 
with 1 to 50,000 emetine solution and in addition 
emetine was given hypodermatically. Four months 
after the operation a bulging was discovered over 
the brim of the right pelvis. An incision was 
made with drainage of thick pus. The ileum was 
found to be denuded of periosteum and direct 
scrappings from the ileum showed for the first 
time the presence of vegetative amebae. His prog- 
ress was steady from this time on and recovery 
complete within six months from time of admis- 
sion to hospital. . 

Comment:—This case illustrates the extreme 
chronicity of an amebic infection of the liver and 
the importance of frequent search for the 
ameba. It further illustrates the power of re- 
generation of the liver cells, as at least half of 
the liver tissue was destroyed by the multiple 
abscesses. Had he continued the emetine as pre- 
scribed, suppuration of the liver tissue with ab- 
scess formation would probably have been avoid- 
ed. In view of the fact that ameba histolytica have 
been found in cases of osteomyelitis, the conclu- 
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sion is warranted that they were the inciting 
factor in the two instances of osteomyelitis as 
mentioned in the history of this case. 


Case No. 2. O. S., white female, aged 14 
years, admitted to hospital with diagnosis of acute 
appendicitis, with history of recurring similar 
attacks for four years. Total leukocyte count on 
admission was 12,000, polynuclear-neutrophiles 
72 per cent. A sub-acutely inflamed appendix 
which was bound down by dense adhesions was 
removed, the other abdominal organs apparently 
normal. On the fifth post-operative day patient 
was quite uncomfortable due to nausea and rise 
in temperature. Two days later she had the ap- 
pearance of being quite sick, temperature from 
99° to 103°, respiration rapid and she complained 
of pain in right lower chest. Examination of 
chest revealed lack of expansion over right lower 
lung field with impairment of percussion note and 
suppression of voice and respiratory sounds. The 
following day the breathing was bronchial in 
character with increased dullness at right base. 
Five days later, which was the thirteenth post 
operative day, this notation was made. “The 
fever continues, dullness to flatness persists be- 
low angle right scapula with diminished voice and 
respiratory sounds. The patient complains of 
tenderness in lower right intercostal spaces in 
anterior axillary line.’”’ These symptoms and 
findings are suggestive of pleural involvement or 
sub-diaphragmatic accumulation. Radiographic ex- 
amination showed some congestion about the right 
hilus, the right diaphragm lying high, smooth, and 
regular. With the negative chest findings, a high 
leukocyte count, and the toxic appearance of the 
patient, and the marked elevation of diaphragm, 
a diagnosis of subphrenic abscess was made. 
Aspiration revealed thick pus. Resection of the 
eighth rib in mid-axillary line revealed a large 
amount of colonic smelling pus. Smears and cul- 
tures showed pure growth of bacillus coli. The 
patient made an uneventful recovery. 

Comment: This case illustrates that a mild at- 
tack of sub-acute appendicitis can lead to a large 
subphrenic accumulation within the short period 
of a few days. The presenting symptoms and signs 
could have been easily confused with a pulmonary 
complication, had the probability of a subphrenic 
accumulation not been kept foremost in mind. 
The radiographic examination in this case proved 
indispensible to a correct diagnosis. The route of 
this infection was very likely via the lymphatics. 

Case 3.—R. B. N., white male, aged 50 years, 
was admitted to the hospital with the following 
complaint: Cramping~pain in the epigastrium for 
the past two days. There had been no nausea or 
vomiting. He gave a fairly typical history of a 
chronic duodenal ulcer with the additional state- 
ment that at intervals for several years he had 


passed tarry stools. There was board-like rigidity 
of the entire abdomen, but more marked over the 
right side, with acute pain on pressure. The 
leukocyte count was 14,000 with 81 per cent 
polynuclear-neutrophiles. It was very difficult to 
decide between a ruptured appendix, a ruptured 
peptic ulcer, or an acute gall bladder; but the 
typical history of ¢ chronic duodenal ulcer was in 
favor of a ruptured viscus. He responded nicely 
to treatment and within a few days’ time his 
temperature was normal. Several days later he 
passed a large quantity of dark blood. On the 
eighth day all pain, distention, and rigidity had 
subsided and three days later on account of his 
insistance he was permitted to go home, with in- 
structions to return for further observation a 
month later. Instead, he returned one year later 
in a very emaciated and toxic state with the fol- 
lowing additional history: After his return home 
he gained weight and strength gradually but 
several weeks later began running low grade 
fever and complaining of pain in his right side 
causing a leaning toward same. Five months 
from date of discharge he began having a daily 
fever. He grew rapidly worse and finally went 
to a hospital near his home. He remained there 
several weeks, during most of this time in a state 
of delirium as related by his wife. He suddenly 
began to expectorate large amounts of foul smell- 
ing pus, followed within a few days by improve- 
ment. On returning home he continued having 
fever, lost weight rapidly and finally decided to 
return to Shreveport. Physical examination in- 
dicated pathology in lower right chest as there 
was limited expansion over the base with numer- 
ous rales and a friction rub. However with the 
history of the perforating ulcer and fever of long 
duration, a subphrenic abscess was immediately 
suspected. The radiographic examination re- 
vealed opacity, irregular in outline at base of 
right lung field with obliteration of diaphragm. 
Radiological conclusion: Subphrenic abscess with 
rupture into lung. Patient was expectorating 
large amounts of foul smelling pus. Total leuko- 
cyte count 11,800, polynuclear-neutrophiles 83 
per cent. Following resection of rib and drainage 
of both the subphrenic space and the pleural 
cavity, he made a slow but complete recovery. 


Comment: This case illustrates the difficulty 
in diagnosing a subphrenic accumulation unless 
the condition is kept foremost in mind, where a 
prolonged low grade fever persists following a 
perforating ulcer. The infection was probably 
via the lesser peritoneal. cavity to the right sub- 
phrenic space. 

Case 4.—C. W. K.. white male, aged 38 years. 
Admitted to hospital with the following com- 
plaint: Recurrent attacks of nausea and vomit- 
ing for the past five months. About two weeks 








before admission he was suddenly seized during 
the night with severe abdominal pain which was 
relieved by morphia. A gall bladder infection 
was suspected at this time. There had been a 
loss of 13 pounds in weight during the past two 
weeks. Examination revealed a rigid and elevated 
right rectus muscle with localized tenderness over 
the whole right abdomen. The total leukocyte 
count was 10,600, polynuclear-neutrophiles 79 
per cent. Roentgen ray examination of the gas- 
tro-intestinal tract showed the appendix adherent 
to the cecum and quite tender on direct palpa- 
tion. There was some irregularity and fixation 
of the cecum. Plates of the gall bladder showed 
negative for stones. At operation the following 
day the appendix was found to be sub-acutely in- 
flamed and bound down by adhesions. The gall 
bladder was distended, the wall thickened and in- 
flamed. Immediately above the gall bladder on 
the upper surface of the liver, low in the anterior 
superior space, a small abscess was discovered. 
The liver was attached to the anterior abdominal 
wall by a few fine adhesions. The abscess in no 
way was connected with the liver proper. The 
surface of the liver was sponged as clean as pos- 
sible and drainage was instituted. The gall blad- 
der was not disturbed on account of the abscess. 
The patient did not do well from the outset. The 
wound drained profusely and the temperature was 
septic in type. He finally developed a large ac- 
cumulation in the posterior superior space. This 
was evacuated by rib resection but the patient 
finally succumbed from toxemia. Cultures showed 
pure growth of staphylococcus. 

Comment: This abscess could have been dis- 
covered only by opening the abdomen. The in- 
dications were that it was of very recent occur- 
rence and probably secondary to the appendicitis. 
It is doubtful that resolution would have taken 
place in this case as the abscess was very poorly 
circumscribed. 

Case 5.—Mrs. J. P. M., 44 years of age, ad- 
mitted to hospital with the following complaint: 
Daily fever of several days duration, accompanied 
by nausea and vomiting. Seven months past she 
had an operation for infected gall bladder with 
stones. Convalescence was slow, during which 
time she developed a low grade fever which per- 
sisted for three months. She returned to the 
doctor who had performed the operation, who 
then made a diagnosis of right pleural empyema. 
Following resection of the seventh rib in post 
axillary line with evacuation of a large quantity 
of pus she underwent some improvement but 
could not regain her usual strength and weight. 
The wound continued to drain for several weeks 
before closing. She was then admitted with the 
complaint as outlined above four months after 
the last operation. ‘The total leukocyte count 
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was 12,700, polynuclear-neutrophiles 80 per cent. 
There was diminished expansion over the lower 
right chest with dullness and distant breath 
sounds over postero-lateral aspect of same side. 
There was tenderness and muscle rigidity in the 
right hypochrondriac region. The liver edge was 
palpable. A probable recurrent empyema was 
throught of. The radiographic examination showed 
good illumination of both lung fields. The right 
diaphragm was very much elevated to a point be- 
tween the sixth and seventh ribs posteriorly, but 
was smooth and regular. Radiological conclu- 
sions: Probable subphrenic accumulation. Aspi- 
ration in three different locations in subphrenic 
area did not reveal pus. She was kept under ob- 
servation for three weeks during which time a 
daily fever persisted, becoming more septic, final- 
ly culminating in qa circulatory collapse. The fol- 
lowing day the radiographic examination revealed 
the right diaphragm elevated to a higher position 
than on previous examination. Aspiration in 
eighth interspace in post-axiliary line revealed 
thick blood stained pus showing a pure culture of 
streptococcus. Following rib resection and drain- 
age her convalescence was stormy and prolonged, 
however, she ultimately recovered. 

Comment. It is doubtful that this case had an 
empyema developing three months after the pri- 
mary operation as the symptoms were not sug- 
gestive. Furthermore the radiographic examina- 
tion revealed good illumination of both lung 
fields, the diaphragm being very smooth. This 
is contrary to what one would expect following 
an empyema. On the other hand, the symptoms 
were very suggestive of a subphrenic abscess. 
Unquestionably subphrenic accumulations have 
been mistaken for pleural empyemas. Incomplete 
drainage following the first rib resection probably 
accounted for the re-accumulation in the sub- 
phrenic space. 

CONCLUSIONS: 

1. Subphrenic abscess, though compara- 
tively infrequent, is a serious condit‘7n and 
often fatal. Convalescence from it is of 
long duration and sometimes attended by 
thoracic or other complications. 

2. It is almost always secondary to in- 
fection elsewhere, most often from a neigh- 
boring abdominal focus. 

3. Since the majority occur post-oper- 
atively, abscess should be susvected in 
patients who for no obvious reason main- 
tain a variable type of temperature curve. 

4. Diagnosis is made chiefly from the 
history, the mode of onset and .physical 
signs. Roentgen ray and fluoroscopy are 
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invaluable diagnostic aids except in the 
presence of advanced thoracic complica- 
tions. 

DISCUSSION. 

Dr. A. A. Herold: Dr. Kerlin has brought us 
a very timely subject, a condition which is fre- 
quently diagnosed a little late, I am afraid. I was 
wondering if this condition is not very often 
brought on by insufficient drainage where there 
is infection in the lower peritoneum. I have in 
mind two cases which recently came under my ob- 
servation. One was a ruptured appendix which 
we were slow in diagnosing due to the unusual 
features connected with it. The man had a very 
high fever, and he gave a history of having eaten 
some spoiled food. He had a high leukocyte count 
of 24,000 to 26,000. We felt it was more enteritis 
than appendicitis until the appendix had ruptured. 

He wes operated on, but I shall not describe 
the technic. They cut down to the appendix re- 
gion and put in several rubber strip drains and 
partly closed the wound, allowing drainage. Prob- 
ably we did not allow sufficient drainage because 
the man had a very stormy time. He convalesced 
sufficiently to go home in about five weeks. He 
returned in a few days with severe respiratory 
pain over the lower right side and septic sweats. 
We suspected a subphrenic abscess. Roentgeno- 
gram showed a rarefaction in one area over the 
liver but we could not exactly locate where it was. 
I tried to aspirate. The surgeon then went in 
pesteriorly and drained the cavity. The man did 
better for two or three days. Autopsy revealed 
pulmonary emboli from the subphrenic abscess. 

I saw another case of a lady who recovered 
from a left side pneumonia and had a chronic 
gallbladder for a number of years, and had by 
this time impaired ‘myocardial condition ‘with 
some dilatation, and a respiratory trouble on the 
right side. There was a marked increase of dull- 
ness at the right base but no pulmonary signs 
indicating involvement of the right lung. Roent- 
genogram showed marked elevation of the dia- 
phragm on the right side without any apparent 
infection in the lung. I told the physician in 
charge that I considered that a case of subphrenic 
abscess, upper liver abscess, but he was afraid 
to go into it. The last reports I heard was that 
she was expectorating pus. It had probably rup- 
tured through the diaphragm. ‘She may get well. 

Dr. M. D. Hargrove (Shreveport): I think we 
all agree that Dr. Kerlin has discussed a very 
interesting and important subject. 

I have been somewhat interested in subphrenic 
abscesses in the past year or two and in my ex- 
perience they .are rather difficult to diagnose 
even though we have the assistance of the roent- 
gen ray and the laboratory. 


In the past six months on the ward in the 
Charity Hospital in Shreveport we have had sev: 
eral cases which we thought were subphrenic 
abscesses, and I would like, very briefly, to give 
you a short résumé of those cases. 

One, a colored male, came in complaining of 
pain in the lower right region of the chest and 
along the costal border. The pain had been pres- 
ent for about two months, with chills, tempera- 
ture, and some sweating. He had a small bulging 
mass at the border of the costal region. The 
roentgen-ray findings were negative, that is there 
was no elevation of the diaphragm and no indi- 
cation of any subphrenic abscess. He had a slight 
leukocytosis. Aspiration both at the costal mar- 
gin and to the right in what we thought was the 
subphrenic space produced pus. The smears from 
the ;us were sterile. At operation instead of find- 
ing a true subphrenic abscess there was appar- 
ently a cold abscess which had formed between 
the chest wall and the diaphragm. 

Another patient was admitted with a very sim- 
ilar complaint of pain in the right side and in 
the lower part of the chest; pain on inspiration, 
and temperature. This patient gave a history of 
bloody diarrhea about 4 months prior to admis- 
sion. The roentgen ray findings in this case were 
negative insofar as any deformity or elevation 
of the diaphragm was concerned, but it did show 
considerable enlargement downward of the liver. 
There was a slight bulging in the anterior axillary 
line. On aspiration we obtained about two quarts 
of typical amebic abscess pus. It might be in- 
teresting to say, that the man remained under 
aspiration treatment for a period of about thirty 
days, and we apparently cured his amebic abscess 
by that means. 

The other patient that I wish to mention pre- 
sents probably g typical history in the develop- 
ment of a subphrenic abscess. He was admitted 
to the hospital during the night complaining of 
some abdominal pain, some nausea with a history 
of having eaten some sardines or something in 
the afternoon. The intern assumed the condition 
was one due to food poisoning and gave him a 
purgative. The next day he was apparently better 
and was discharged. 

He returned about ten days later stating that 
he had not been well since leaving the hospital. 
He had some slight temperature and had devel- 
oped pain in the right side of his chest, pain on 
inspiration and pain on pressure over the costal 
margin. He also had some pain in the right 
shoulder and down the right arm as far as the 
elbow. He had a leukocytosis and was running 
some little temperature. 

The roentgen ray report was: Opacity over the 
base of the right field extending up.to the eighth 
rib with two fluid levels, apparently. The conclu- 
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sions were: Fluid in the right base with adhesions 
producing a walled off pocket. : 

Physical examination of the patient had shown 
some dullness, impaired respiration and rales at 
the right base, and with that roentgen ray finding 
we were inclined to consider it as a pulmonary 
infection. 

He went along for a day or two until we decid- 
ed to aspirate to see if there was pus in the pleur- 
al cavity. When the needle was inserted a short 
distance fluid was obtained, probably about twen- 
ty-five or fifty c.c. coming out of the pleural 
cavity. The needle was inserted about two cen- 
timeters farther, and to our surprise more fluid, 
distinctly purulent in character was obtained, 
coming from the subphrenic space. The patient 
went to operation and it proved to be a typical 
subphrenic abscess. 

Undoubtedly he had had an attack of appen- 
dicitis, ten or fifteen days previous to admissions 
to the hospital and developed the subphrenic ab- 
scess subsequent to that. 

I mention these cases to emphasize the fact 
that I think the diagnosis is rather difficult. The 
roentgen ray is not always infallible. It some- 
times doesn’t give you the information you want. 
It is not the fault, perhaps, of the roentgenologist 
but because it does not happen to be there. I think 
a good history as to the onset or beginning of the 
illness is of as much importance as any other one 
factor. 

Dr. J. A. Danna (New Orleans): Dr. Kerlin’s 
pictures showed something he did not call atten- 
tion to, and I am rising to call attention to it. 

Before I do, I want to say that the roentgen 
ray examinations may give you no definite infor- 
mation unless you use them properly. By fluoro- 
scopic examination of the diaphragm over a sub- 
phrenic abscess it will be noted that the dia- 
phragm is fixed or at least relatively fixed and 
does not move with respiration. That is a very 
important diagnostic point. 

The other thing I rose to speak about is that 
I roticed in nearly all the pictures Dr. Kerlin 
showed a fluid line and air above the fluid line. 
Of course, you ean only’ get a fluid line 
where you have fluid and air, and you can only 
get that fluid line if you have the pictures taken 
so as to bring out that fluid line. 

I think it is remarkable that Dr. Kerlin had 
such a large percentage of infections that gave 
rise to the production of gas. That is rather 
unusual. 

(Drawing) To call attention to the picture, he 
showed a fluid line like this. This is the chest 
wall, of course. That picture was taken lying 
down with the rays directed horizontally. If the 
patient had been lying flat on his. back with the 
rays directly perpendicularly, looking through the 





patient down at the plate, that picture might 
have shown nothing at all, I mean no pathology 
at all because you might gét this combination of 
circumstances: You might get the lung which 
would be adherent to the lateral chest wall with 
pus either in front of it or behind it, and if the 
patient were lying down you would get a certain 
amount of opacity but perhaps only as much as 
you would get with a normal lung. In addition 
to that, because of the fact that the lung was 
adherent to the outer margin and stretched, you 
would even get lung markings so that you can 
imitate a normal lung if you have a certain 
amount of fluid plus a certain amount of air 
and look at it perpendicularly. In order to bring 
out the fact that you have fluid and air, you 
must always take your pictures so that you give 
the effect of gas above and fluid below, and you 
can only do it with the patient sitting up or lying 
down, having the rays directly horizontally. 

Dr. H. G. F. Edwards (Shreveport): I just 
wonder how often subphrenic abscesses are passed 
up entirely and the patient goes on to recovery 
with a supposedly empyema, the abscess having 
ruptured into the pleural cavity” Apparently 
it is not a rare condition by any means, frequent- 
ly following postoperative complications, and it 
may or may not be revealed by a roentgeno- 
graphic examination. 

A roentgenological diagnosis is based upon the 
density of the pathological Icsion present and 
the relative density of the surrounding tissue. If 
this were not true there would be no such thing 
as a roentgenological diagnosis. _ 

The diaphragm occupies a rather unique posi- 
tion in that it is interposed midway between the 
thoracic viscera and the abdominal viscera. It 
may, therefore, reflect conditions in the chest or 
conditions in the abdomen. The radiologist must 
therefore make a very careful examination of 
the diaphragm to determine alteration in position, 
alteration in contour, alteration in excursion or 
mobility. 

A simply high diaphragm may be due to pleur- 
isy, neoplasm of the liver, a subphrenic’ abscess, 
gumma, or it may be due to phrenic nerve paral- 
ysis in this day and time when they are doing 
removal of the nerve in tuberculosis of the lungs. 

I have just a few slides I want to show, and 
I would like to say, in order not to be accused 
of plagiarism, that most of these are from the 
cases of Dr. Kerlin and some were made by Dr. 
Barrow: 

(Slide) This shows a simple high right dia- 
phragm, and which the radiologist can only re- 
port a high right diaphragm. Fluoroscopically 
this may be fixed or it may not be fixed. The 
mere fact. that the. diaphragm has. excursion does 
not rule out subphrenic abscess. 
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(Slide) In this instance all one sees is a density 
of lower lobe with a high diaphragm on the right 
side. This may be due to fibroblastic pleurisy 
It may be due to compression of the lung or it 
may be due to other lung conditions, but is in no 
way pathognomonic or indicative of subphrenic 
abscess. 

(Slide) When one gets this picture with a 
fluid level and an arched diaphragm over it there 
is but one conclusion to draw, and that is that 
there is fluid in the subphrenic space. Naturally, 
as Dr. Danna has brough out, in order to get a 
fluid level the film must be taken in the upright 
position or in the lateral position so that the 
fluid can seek a level and not just spread out 
over the entire lesion. 

(Slide) This is one which shows just a little 
bit of air and a fluid level which is also indicative 
of subphrenic abscess. 

(Slide} This is one made in a lateral position 
with the patient standing, and shows the fluid 
level with the diaphragm above it. 

(Slide- Here is another one with a fluid level 
and the high arched diaphragm above, likewise 
pathognomonic of a subphrenic abscess. 

(Slide) Here is one made of the same patient 
that Dr. Kerlin showed, showing the patient was 
on his side with the diseased side up and the 
rays directed horizontally. 

(Slide) In these different views, the horizontal, 
the lateral and the vertical, they all go to prove 
the one essential in successful roentgenology: 
that is, that a simple, single film examination of 
a sick patient does not reveal the necessary in- 
formation unless it is positive. Just one single 
negative would be of no value. You should fur- 
ther your investigation by making it in the hori- 
zontal position, the upright position, and the 
lateral if necessary. 

In this case the pathology appears on the left 
side. Here we have no valuable aid from the 
roentgen ray, the report of simply a high dia- 
phragm. In some instances we may get most 
valuable information if we happen to have some 
air in the stomach or if we don’t have it by let- 
ting the patient take a seidlitz, and then follow 
with number two powder immediately after and 
then we will get gas bubbles in the stomach which 
will show you the level of the diaphragm. 

(Slide) This is brought to show that you must 
not confuse a liver abscess with a subphrenic 
abscess. Here you see the fluid level with the 
liver substance above it, which is entirely differ- 
ent from the subphrenic_ abscesses which show 
the fluid level and the arch of the diaphragm im- 
mediately above it. 

Finally, I think we may say with justification 
thst the roentgen examination is the most val- 
uable single measure in arriving at a diagnosis 


of subphrenic abscess. In many cases the diag- 
nosis of subphrenic abscess cannot be made ex- 
cept by correlation of the clinical findings with 
the roentgen-ray findings, and finally the fact 
that a diaphragm is not fixed does not rule out 
subphrenic abscess. 

Dr. W. S. Kerlin (closing): Unquestionably 
the improvement in the earlier diagnosis of this 
condition has grown within the past several years. 

I can recall wher I was an interne in the Char- 
ity Hospital in New Orleans and performing rou- 
tine autopsies we would encounter obscure cases 
with fever and sweats and could not make a diag- 
nosis, or at least a diagnosis was not made. At 
autopsy we would find a large accumulation lying 
high behind the liver in the posterior space. If 
that condition had been recognized, naturally they 
could have been given relief provided it was rec- 
ognized in time. 

As I stated, within recent years these cases 
have been recognized more frequently. They are 
sought for, and as I mentioned in my paper they 
should always be considered in any postoperative 
condition where the patient is not doing well. 

Dr. Hargrove brought up an interesting point 
in the discussion of one of his cases by stating 
that the symptoms developed suddenly without 
any evidence whatever of a cause in the way of 
dysentery, perforated viscus or an acute appen- 
dicitis. I think that probably the appendix acute- 
ly or subacutely inflamed and overlooked would 
account for some of these obscure accumulations 
because, if you remember, I gave a report of one 
case in which a young girl had a subacute attack 
of appendicitis with very little pain and the ab- 
scess developed four or five days after the oper- 
ation. 

Dr. Danna brought up the question of the gas 
accumulation. I will admit that I had an unusual 
series of cases and might add that they were ob- 
served within a period of two or three months. 
In three or four cases that we observed there 
was this extensive gas accumulation. I am not 
altogether able to account for it as the symptoms 
of abscess formation had not existed very long. 
The majority followed acute appendicitis with 
colon bacillus infection. 

One point that Dr. Edwards failed to mention 
in his discussion was that a common cause of 
elevation of the diaphragm is due to hepatitis 
from many different causes. 

There is one plea I would like to make to the 
radiologist and that is more frequent use of the 
fluoroscope in conjunction with the plate method. 
I believe that so frequently they will use the plate 
method and not the fluoroscope. I believe that a 
combination of the two at times would give us 
additional valuable information. 








TREATMENT OF EMPYEMA BY 
ASPIRATION AND AIR 
REPLACEMENT.* 
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Empyema is the accumulation of pus in 
the body, especially in the chest. It is the 
result of infection introduced in this cavity 
through one of three different ways; first, 
though rarely through the blood stream; 
second, through a wound; third, the most 
frequent and which we are going to deal 
with, the spread of an inflammatory or sep- 
tic process from the lungs or pleura. What- 
ever the source of infection is, it will be 
either a walled off or encysted abscess or a 
purulent infection of the entire cavity. 

We are going to illustrate thirty 
(30) cases today which have _ been 
cbserved during the last eighteen 
months. Seven were encysted abscesses 
into the lung tissues and twenty-three 
were purulent infections of the entire 
pleural cavity. We believe all were the 
result of a recent pneumonia. Strepto- 
cocci, staphylococci, and influenza bacilli 
were present, but the pneumococcus pre- 
dominated in this series. In the encysted 
empyema the abscess may be situated in 
any region of the pleural cavity and it 
may be necessary to transverse the normal 
structure of the pleura and lung to reach 
the cavity, but in the greater number of 
cases it is free just under the parietal 
pleura. 

In the cases of encysted empyema the 
cavity will heal by gradual formation of 
granular tissue. These cases require the 
closed method of aspiration extending over 
a period of three to ten weeks. But in the 
cases of free empyema where the entire 
cavity is filled with pus, we do not believe 
by this method that we will have any 
adhesions to form, for after the fluid is 
drawn away each time and air is replaced 
and in this way, the healing is gradual. 





*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 14-16, 1931. 
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Whichever method of treatment is em- 
ployed, recovery is impossible until the 
abscess ceases to act as a source of 
infection. 

This is also true where a bronchial fistula 
forms and the patient continues to expec- 
torate pus, unless the cavity is kept 
empty either by open or closed drainage. 
Unless so evacuated the case will run a 
most protracted course because the bron- 
chial fistula has not had an opportunity to 
heal by granulation. We believe that the 
mortality rate from the routine method of 
incision and tube drainage can be greatly 
lowered. 

Out of thirty (30) cases we have had 
during the past eighteen months in our 
service at Charity Hospital we have lost 
two, which represent a 71% per cent mor- 
tality, and by the open drainage method it 
is about 30 per cent and higher. 

In the cases where empyema is diagnosed 
it first begins as a thin purulent fluid and 
later becomes thicker, and in this type of 
case by the closed method we were able to 
begin the aspiration and air replacement 
method as soon as the case was diagnosed. 
Empyema, in the open and drainage meth- 
od, is better left alone until the fluid has 
become very thick and purulent, and in 
this type of case we know that the patient 
has absorbed a great amount of toxic 
poisons from the pus. 

We know that some of these purulent 
infections of the entire cavity may start 
as a small abscess in the lung tissue and 
may suddenly rupture giving no time for 
the pleura surrounding the area to become 
adherent, and we have as a result a free 
empyema of the entire cavity. We then 
treat as a free empyema and as soon as 
the focus of infection heals by granulation 
we have no more pus formed. 

Out of the thirty cases we have treaieJ, 
the first death was that of a child of 
four (4) years which came in with an 
encysted empyema. This case was very 
toxic and was aspirated but twice before 
death. The second case was a child of nine 
years which came in with a free empyema 
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involving the entire hemothorax. Nine 
hundred cubic centimeters of pus was re- 
moved and replaced with air. This was 
done while the patient was lying in bed on 
his back with head and shoulders elevated 
about 4 o’clock in the afternoon and patient 
died at 7 that same day. We believe this 
would have occurred under any method of 
treatment. This patient gave a history of 
having had pneumonia for four weeks, very 
toxic, with marked cardiac and respiratory 
depression. We have had these thirty cases 
in the last eighteen months and my in- 
terest was due to Dr. J. A. Danna who 
taught me the technic, along with Dr. J. 
Signorelli and Dr. R. A. Strong and 
Dr. Maud Loeber, who watched with in- 
terest the results. 
TECHNIC. 

The physical examination, including in- 
spection, palpation, auscultation and per- 
cussion outlines the location of the purulent 
effusion. This is checked by a careful 
study of the roentgenograms. The lowest 
point of the empyema cavity is selected 
and this point is anesthetized with 0.5 per 
cent novocain or procain solution. After 
infiltrating the skin, muscle and pleura, a 
large sized aspirating needle is attached to 
a stiff rubber tube, one that fits the needle, 
and also a fifty or 100 c.c. syringe. The 
rubber tube is clamped midway with 
hemostatic forceps. The needle is then 
inserted into the lowest part of the 
empyema cavity. The syringe is attached 
and the pus is withdrawn. Then the 
syringe is disconnected and emptied with 
the rubber tube clamped. The syringe is 
then filled with air which is injected into 
the cavity replacing the pus removed. This 
is continued as Jong as it is possible to 
withdraw fluid. When all the pus or fluid 
has been removed, air will be withdrawn 
showing that the cavity is empty. The 
needle is then withdrawn. This method is 
used only when the patient has an encysted 
empyema or partially filled cavity. In the 
cases where the pus has completely filled 
the cavity and is free, where the heart and 
mediastinal structures are displaced to the 


unaffected side, we handle somewhat 
differently. In this type of case when we 
draw off the pus we do not inject each time 
as much air as we remove fluid, and in this 
way the heart and mediastinal structures 
are able to resume their normal positions, 
and the patient does not suffer any discom- 
fort or shock. Our average is about 34 as 
much air replaced as fluid removed. 

With two of our patients who had the 
cavity filled with free pus we tried to inject 
as much air as we removed fluid, one of 
them was still very uncomfortable at the 
end of aspiration and as soon as the excess 
air was withdrawn the patient became 
much more comfortable and did not seem 
to have any further respiratory difficulties. 
The other was a patient of four years 
who had free empyema of the right chest 
and 850 c.c. of air replaced. After two 
hours the patient was still uncomfortable 
and had developed a bulging of the 2nd and 
3rd anterior interspaces, besides a displaced 
heart and mediastinal vessels. But as 
soon as the air was gently withdrawn the 
bulging disappeared. The child was fully 
recovered in two weeks following two more 
aspirations. 

We prefer to have the patient sitting in 
an upright position but when they are too 
sick we aspirate in the recumbent position 
with the head and shoulders supported 
above the rest of the body. The amount 
of pus aspirated varies from a few c.c. to 
1000 c.c. at one time, and we repeat as often 
as every 3-7 days. We also observe the tem- 
perature chart as well as the discomfort of 
the patient. After the patient has been 
aspirated the temperature drops to normal 
and as soon as the temperature begins to 
rise we again aspirate the cavity. If the 
temperature does not return to normal we 
look for another cavity which was over- 
looked and was not drained. In some cases 
there will be a fibrous exudate which will 
prevent emptying the cavity entirely, as it 
will block the needle. In this event we will 
withdraw all the pus we can and leave the 
patient for a few days during which time 
the fibrous threads will liquefy. We will 
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then have no trouble in emptying the cav- 
ity. In these 30 cases we have never found 
one in which we had to resort to surgery if 
we work patiently and give them a chance 
to liquefy. We do not say that adults re- 
spond the same as children. In some 
of these cases we thought of injecting 
with some weak antiseptic solution such 
as Dakins solution, or mercurochrome, but 
after a few days when we went back the 
second time we had no trouble with fibrous 
material, and the pus was withdrawn with- 
out difficulty. 

Those cases in which we tried to aspirate 
without replacing air, the negative pressure 
would become so great the child would cry 
from pain and at times there would be 
either cardiac or respiratory embarrass- 
ment followed by shock. When the fluid is 
replaced with air there is no discomfort 
and the shape of the chest is maintained. 
We believe that complete emptying of the 
cavity is essential to bringing about a quick 
cure. We have had three cases cured with 
three aspirations, seven with four, and the 
average being seven aspirations. Some 
have required as many as ten aspirations. 
When the cavity is entirely emptied the 
temperature drops at once to normal. 
These little patients will sit up in bed, seem 
quiet and will nourish much better, and if 
the temperature does not drop to normal 
we know that there is some complication. 

We have found that it is very essential 
for the patient to be in an erect position 
when the roentgenogram is made and thus 
the rays will be directed in a horizontal 
direction. If the patient is unable to sit 
up we take them in our arms across over 
chest, placing the plate between the child 
and our chest wall and take the picture 
with the rays directed in a horizontal 
direction. In this way the cavity is shown 
very plainly as the fluid line will be demon- 
strated clearly with contact of the air re- 
placement above. 

We believe that the treatment of any 
abscess is drainage. We think the aspiration 
method of treating empyema in children is 


shorter, less painful and the mortality is 
greatly decreased. 
DISCUSSION. 

Dr. J. A. Danna (New Orleans): The method 
of treatment of empyema that Dr. Roberts has 
just spoken of I have been using since 1923, and 
my first case was more or less accidental. That 
is, I used the method as a preliminary to a tho- 
racotomy. 

During the War we were taught that we must 
not immediately operate on a case of empyema 
just as soon as pus forms; that we must wait 
until the walls of the empyema cavity become 
rigid by inflammatory infiltration when the open- 
ing of the chest is not accompanied by the shock 
and dyspnea and discomfort that it would be if 
you did it immediately after the formation of a 
purulent effusion. 

In this case I removed as much of the fluid as 
I could and gradually replaced that fluid with air. 
I had been doing this with other forms of effu- 
sions for quite some time, ever since my return 
from overseas. I was quite surprised to find the 
woman’s temperature drop to normal and in a 
few hours find her comparatively well. In four 
or five days, when her temperature began to go 
up again I said, “We had better go ahead with 
the thoracotomy.” 

She said, ““No, Doctor, don’t you think you had 
better do the same thing over again?” 

I did. To make a long story short, I did three 
aspirations on her and at the end of the third 
she stayed well. A roentgenogram taken three 
months afterward showed a normal chest. I be- 
gan to look for opportunities of using the method. 

I have had about forty-two cases so far. I 
reported before the Southern Surgical Associa- 
tion in December on thirty-five. Of these thirty- 
five, twenty-nine were adults and six were under 
fourteen years of age. There have been two 
deaths in my series neither of which I believe 
could have been attributed to the method. One 
was an old man who developed a pulmonary em- 
bolism in the course of treatment and died rather 
suddenly. The other was a little girl who had 
had a hemithorax filled with pus. There was so 
much pus that the entire (hemithorax) medias- 
tinum and heart were pushed over to the other 
side. She died several hours after a partial 
emptying of that chest. 

The doctor called attention to the fact that if 
your patient’s temperature does not drop to nor- 
mal after emptying the chest you must look for 
another cavity. I have a boy in the Hotel Dieu 
where I emptied a first, second and third cavity, 
these three cavities not communicating with each 
other at all. 

He speaks of a case in which he had to remove 
air. There is one type of case in which this 
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treatment is dangerous and that is the type with 
a bronchial fistula in which the patient continues 
to cough air into the empyema cavity and increase 
the pressure to such an extent sometimes that they 
actually die as a result of marked displacement of 
the heart and mediastinum toward the opposite 
side. In these cases, for which you must be on 
the lookout, if you will merely stick a needle in 
there and remove that air they get along very 
well. 

Let me emphasize the fact that while this work 
has been done by a man on the medical side of 
the service at Charity, the work is not to be 
lightly undertaken by anyone who either is not 
himself prepared to handle and possible emer- 
gency or is not in contact with men who can han- 
dle any emergency that may arise. There is an 
element of danger in handling these cases and 
they have to be watched very closely. They re- 
quire a great deal of time and a great deal of 
attention. 

I am impressed with the Doctor’s observation 
that those with large effusions do better if you 
don’t replace the entire amount of fluid with air. 
Do you mean if you take out 1000 c.c. of fluid 
and put back 700 or 800 c.c. of air? I think this 
is a very valuable observation, and I think it will 
help to get these patients well perhaps quicker 
than otherwise. 

I have been trying to get the profession in New 
Orleans interested in this subject for the last 
six years, since I reported my second case. I have 
talked before the Orleans Parish Society. I have 
talked before the State Society, and I have done 
everything in the world I could to get somebody 
interested. So today I am very happy to see 
that Dr. Roberts is able to report thirty cases 
with results that are better than any results you 
get with any other method. 

Dr. A. A. Landry (Plaquemine): We have had 
two cases. The first recovered promptly under 
two aspirations. On the second-case an accident 
happened. We had infiltration of pus in the 
chest wall between the skin and the muscle due, 
I thought, because of injecting too much air. 
I would like to ask the doctor if he ever encoun- 
tered that complication. Of course, with infec- 
tion of the chest wall and fistula discharging we 
had to do a thoracotomy. 

Dr. R. R. Roberts (closing): In answering the 
doctor’s question, I think that was partly due to 
having your needle filled with pus, and probably 
your rubber tube, and when you came out you 
probably had too much air which caused the pus 
to go back between the muscle and the skin. We 
had that on two occasions. We go on, keep it 
carefully drained, and help clear up the condition 
without having to do a thoracotomy. It doesn’t 


amount to anything in the cases we have had. 
We have had two of them. 

I just want to illustrate a case we have here. 
(Drawing). This is your chest completely filled 
with pus, with the heart displaced way over. On 
this side, after aspiration, we removed practically 
all the pus. We inject air but we have a col- 
lapsed lung which we generally get. 

(Slide). Here is another picture with a fluid 
level up here. We go in as low as we can. 

(Slide). This is that same case about six weeks 
later, that had been running a temperature and 
was cured. There was discharge. The only thing 
you see is a little air in the upper portion and a 
little thickened pleura, and a little air between 
the two pleuras here and the lung. The lung 
hasn’t completely gone back to normal but we 
expect it to soon. 





TONSILLECTOMY WITH SOME OF ITS 
PECULIARITIES.* 


Cc. J. LANDFRIED, M. D. 
NEW ORLEANS. 


In accepting the invitation to read a 
paper before this representative body of 
medical men and surgeons, I did so purely 
in appreciation of the honor and compli- 
ment paid me by the learned chairman of 
this section and hope in this narrative of 
some experiences over a long period of 
years in dealing with the diseases and sur- 
gery of the tonsils that the time will not 
have been spent in vain. 

When we go back to the ending of the 
last century and the beginning of this one, 
the differences in our understanding of this 
subject and the ease with which we accept 
its responsibilities today give us some sense 
of satisfaction in appreciation of the kind- 
ness of nature that we should be here to 
give any expression of it. 

There may be many of you here today 
who have gone through the ordeals of ton- 
sillotomies and adenotomies with children 
strapped to the chair and the head held by 
someone who may happen to be the most 
convenient at the time; with the old Fahen- 
stock tonsillotome placed in position around 
the tonsils and the gland yanked off, trust- 
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ing when we looked into the’ throat that 
there will not be sufficient spurting of blood 
to appall us, accepting, however, the mat- 
ter of course terrorism of the patient when 
he had sufficiently recovered from the as- 
phyxiation of the ethyl chloride or ethyl 
bromide. 

It was a common understanding with the 
throat men of that long ago period to find 
children brought back to the hospital of 
operation and almost go into convulsions 
from the terror of the ordeal. Then we felt 
that some improvement had come on with 
the introduction for our use in this work 
of the Mackenzie tons‘llotome which was 
believed to be safer in protecting the pillars 
and sparing us the annoyance and trouble 
of severe hemorrhage, only to realize that 
this procedure had its many disadvantages 
because it did not take off enough of the 
tonsil. For that reason many of us in our 
gropings for better technic thought we had 
the last word in the Mathieu tonsillotome 
because of the transfixing fork and our 
ability thereby to remove nearly the whole 
tonsil. Indeed and this did almost as well 
as many of our cases done today with dis- 
section and snare, but was undependable 
because there was no exact certainty of just 
how much of the gland would be cut off. 


I have no doubt that many of you recall 
with horror the apprehension and dread of 
stopping hemorrhage in tonsi'lotomy of that 
period with all sorts of compressors, the 
Mickulicz especially, but most of us using 
any long forceps to be had at the time, 
usually placental forceps. Troublesome 
hemorrhage in those days had us willing 
to accept any suggestion in technic that 
would be liable to give us a bloodless pro- 
cedure, hence the use of the electric wire 
snare intended to loop around the tonsil and 
the current turned on bringing the wire to 
a cherry red heat leaving the surface of the 
tonsil seered to prevent bleeding. 

The many disadvantages of this opera- 
tion can be well imagined and was thor- 
oughly realized in the reaction that fol- 
lowed its use and the dissatisfaction in not 
getting out enough of the gland, though in 
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those days it dawned upon many of us that 
we were probab'y doing harm in some cases 
by removing too much of the tonsil, which 
not infrequently unintentionally happened, 
so that in comparing these days with that 
period we quite understand ourselves when 
we appreciate what the advances in medi- 
cine and surgery mean to humanity and 
our own professional comfort. 

Therefore, we were up against it for lack 
of anesthesia technic, the control of our 
patient and an inability to overcome all the 
obstacles presented with such a condition, 
I presume we must all have been struck 
simultaneously and persistantly with the 
need for much improvement, or discontinue 
the work, hence one would perambulate 
around to see others work in this field 
but would find nothing but disappointment, 
as the other men everywhere were up 
against the same impracticable proposition. 
We would find Ingalls in Chicago using his 
punch forceps, Robertson his scissors, and 
Freer his knife, on the order of the bread 
knife of the household, and how these pro- 
cedures made the sweat come from the vic- 
tims of this epochal era, especially Freer’s 
knife when it was sawn through a tonsil 
made rigid by vulsellum traction, not to 
say all the things that happened to the 
operator as well. 

Much relief was experienced, as when the 
door to some abstruse problem is opened to 
the understanding of the school boy, with 
the dawn of the recumbent position and 
etherization through the mouthpiece; and 
the suction apparatus, which robbed these 
operations of all their terror and made for 
the definite and accurate surgical technic 
of today. 


This, too, I may say, was the beginning 
of the control of hemorrhage as a compli- 
cation of tonsillectomy and stands today as 
the beacon light that has given us all our 
guidance. It allowed us to carefully dissect 
the tonsil out, as the surgeon would any 
other gland, and made it possible to expose 
and see the bleeding points, when it did not 
take much stretch of the imagination to 
conceive the idea of putting the Pean 
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forceps on these points at the time of bleed- 
ing and suturing them. This was the dawn 
of the new era. 


We had not yet come to the bacteriologi- 
cal understanding of throat infections and 
had not dreamed of all the diseases that are 
laid today to the gateway of the tonsil as 
the source of trouble. Thanks to the hard 
work and sacrifices of the clinical and labor- 
atory men, much today is looked upon, in 
the recognition of tonsilar infections and 
with the surgery for their prevention, as 


the typical exemplification of the efforts of. 


our science to prevent disease, and only 
feel, with reference to tonsilar extirpation, 
that in many instances it was not done soon 
enough. 


When we realize the possibility of infec- 
tions, by juxtaposition, going from the 
tonsilar and peritonsilar areas into the 
parapharyngeal space, where vital blood 
vessels and nerves are found that easily 
lead any baleful process upward into the 
brain through the carotid and jugular fora- 
man and the foramen lacerum and down- 
ward into the mediastinum, it is seeming 
strange that we have as little personal 
experience with thrombotic emboli and 
septic endocarditis. Nevertheless, they hap- 
pen, and it is infinitely better that we 
foresee these possibilities from chronic ton- 
sillitis, and prevent them by proper surgical 
measures. 

We have all had the gratifying experi- 
ence of relieving acute polyarthritis by the 
removal of an infectious tonsilar focus by 
tonsillectomy and of preventing recurring 
cervical adenitis, and the many forms of 
pains due to neuritis and myositis. 
Whether the removal of the tonsils relieves 
any tendency to laryngitis, bronchitis or 
pneumonia is questionable, so far as the ob- 
servation of many experienced observers is 
concerned and indeed some of these same 
observers believe that these affections are 
more frequent in tonsillectomized children. 
But it is generally accepted as benefical in 
preventing sore throat and in making chil- 
dren less susceptible to scarlet fever and 
diphtheria. Acute head colds and otitis 
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media while lessened for a period of three 
or four years has been rather not so over 
a ten year period. 

We have cases where following tonsillec- 
tomy there has been a transient aggrava- 
tion of a nephritis, endocarditis or polyar- 
thritis, rarely Ludwig’s angina has followed 
this procedure, as well as_ streptococcal 
septicemia. In these cases it is natural to 
believe that infectious material was forced 
into the circulation, hence the rule to avoid 
surgical intervention in any acute inflam- 
matory or phlegmonous processes. 


It will assist us in avoiding un- 
pleasant complications to go deeper into 
the past history of the patient, especially 
in cases where an active pulmonary tuber- 
culosis existed, though he!d in abeyance for 
many years and no mention made of it by 
the patient unless ferreted from him. 

A case in point of recent date will illus- 
trate this serious phase of the contention. 
A man about sixty years of age applied to 
me at the office about eight months ago with 
the request to remove his tonsils: Upon 
examining the throat and pressing on the 
tonsils, I found a great deal of pus and 
detritus in the crypts and without further 
serious thought believed that he must know 
what he was talking about. I was rather 
impressed with his general facial appear- 
ance of sallowness and discomfort, as 
though he might have some chronic ailment 
or pain. I asked whether he had ever taken 
a general anesthetic and the answer was 
that he had his gall bladder removed or 
drained, I do not know just exactly which, 
three years previously by one of our most 
able surgeons here at one of our hospitals, 
for some digestive disturbance that he com- 
plained of. I did not go further into the ex- 
amination than to find out that there was no 
active nephritic, cardiac, or arteriosclerotic 
condition to contraindicate a general anes- 
thetic and, as he seemed upon examination 
of the throat to be quite irritable, I ap- 
pointed a time to remove his tonsils at the 
Touro Infirmary under a general anesthe- 
tic. This was done without any untoward 
affects, Dr. Caine giving the anesthetic for 
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me in the recumbent position, there being 
no special bleeding or aspiration of blood 
into the lungs, or any septic complicating 
condition apparent. Two months after the 
operation and long after I had dismissed 
him as recovered, one afternoon he called 
to see me stating that he felt badly and 
wanted to know if the throat was well. 
Whereupon I took his temperature, because 
his pulse was quick, and found that the 
thermometer registered one hundred and 
one degrees. The throat seemed perfectly 
well, there were no lymph nodes in the 
neck or mandibular region and I told him 
he should see his internist. He called his 
surgeon, who after examination, told him 
that his trouble did not come from the ab- 
domen, or any surgical condition, and 
placed him in the hands of an internist, who 
hospitalized him and found an active tuber- 
cular condition of the lungs and pleura ac- 
companied with persistent temperature 
ranging between one hundred and one and 
one hundred and three. He finally developed 
a severe intestinal complication, said to be 
tuberculous by his internist, and died about 
one and a half months after his hospitaliza- 
tion. 


I am sure if I had elicited the fact that 
this patient had been an active tubercular 
one, in years gone by, and had sought the 
cooperation of the internist, I would rather 
have advised against the surgical inter- 
vention for his chronic tonsillitis and prob- 
ably would have recommended the roentgen 
irradiation of the tonsils for sterilization. 


In conclusion, the end-results of tonsillec- 
tomy cannot be better summarized than to 
quote verbatim from the Practical Med- 
icine Series 1930 of Small, Andrews and 
Shambaugh that 

Ist. The real value of the removal of 
tonsils and adenoids cannot be definitely 
established in a few years. Apparent bene- 
fits during the first post operative years are 
not so evident over a ten year period. 

2nd. Outstanding benefits are apparent 
in influencing the incidence of sore throats 
over a ten year period. 

3rd. Substantial benefits are apparent 
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in rendering children less susceptible to 
scarlet fever and diphtheria. 

4th. Acute head colds, and otitis media, 
though definitely lessened over a three year 
period, are not essentially influenced over a 
ten year follow-up period. 


5th. Cervical adenitis is decidedly re- 
duced in tonsillectomized children over a 
ten year period. 

6th. The respiratory infections, such as 
laryngitis, bronchitic and pneumonia, not 
only are not benefited but actually occur 
more frequently in tonsillectomized chil- 
dren. 

7th. First attacks of rheumatic mani- 
festations occur from thirty to fifty per 
cent less often in tonsillectomized children. 
The greatest reduction occurs in children 
tonsillectomized early. Recurrent attacks 
are not benefited at all. 

8th. Incomplete tonsillectomies do not 
offer the same protection against the usual 
throat complaints and infections as com- 
plete removal of tonsils. 

9th. The hazards of tonsillectomy must 
be considered in evaluating the end-results. 
Considering this hazard, the late results 
seen in twenty-two hundred children ten 
years after operation are evident only in 
the reduction of sore throat, cervical ade- 
nitis, otitis media, scarlet fever, diphtheria, 
rheumatic fever and heart disease. 

Finally, my dear friends, I cannot leave 
this subject without a plea for a higher 
justice among us in dealing with some of 
the unsatisfactory results of an intended 
redical tonsillectomy. 

I daresay there is no one engaged in this 
line of work who has not had the dis- 
appointment and distress of looking into a 
throat after a tonsillectomy and finding 
some part of the tonsil, usually the lower 
pole, left, the very thing against which we 
are bending our greatest efforts, knowing 
that to leave a part of the gland is almost 
as bad as no operation at all. 

A plea to exert ourselves in dispelling the 
poisoned state of the minds of parents, or 
others, caused by this occurrence, knowing 
that the only ones to whom this has not 
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happened, as an operator, are those who 
have never done much of it. 
DISCUSSION. 

Dr. J. P. Leake (New Orleans): Anyone in- 
terested in throat work cannot fail to appreciate 
such a paper as Dr. Landfried’s, with its story of 
the evolution of tonsillectomy from the barbarous 
methods of former days to the refined technic of 
the modern period. Anybody who has done ton- 
sillectomy over a period of years will be im- 
pressed by the number of excellent results and by 
the number of failures also. Some of these fail- 
ures are due to carelessness, I admit, but when 
the tonsil is properly enucleated and the sur- 
rounding structures are not damaged, the dis- 
appointments are not always easy to explain. I 
have looked into throats I have operated upon, 
with, as I thought, every care, and what I have 
seen there has made me very charitable in judg- 
ing the work of other men. None of us are 100 
per cent perfect. I hesitate to say that inflam- 
matory diseases follow the removal of the tonsils; 
the connection seems remote, and it is more 
logical to believe that these conditions existed 
prior to operation and were simply not detected. 

It is appropriate here to mention the respects 
in which Dr. Landfried has been a pioneer in this 
type of work. He was the first to insist that 
tonsillectomy was a hospital procedure, a major 
operation, not to be performed in the office. He 
was a pioneer in the effort to remove tonsils in 
their entirety rather than by morcellation. This 
is entirely possible today when_we can secure a 
continuous ether anesthesia and can operate un- 
der it slowly and deliberately. Finally, he was 
a pioneer in his insistence that tonsillectomy was 
not a safe procedure unless hemorrhage was 
absolutely checked. He had been following that 
plan for a long time before it was mentioned in 
the literature. 

Dr. Otto Joachim (New Orleans): Dr. Land- 
fried and I, and I for a few years longer, ex- 
perimented the evolution of the tonsil operations 
and it is gratifying to have him address us on this 
subject which he knows so well. I am, however, 
more particularly interested in his report of end- 
results, which are not nearly as encouraging as 
we had hoped they might be. The results in 
rheumatic affections and arthritis are far from 
100 per cent though we see many gratifying 
cases. Perhaps the explanation is that we are 
doing tonsillectomies when they should not be 
done. That is partly the internist’s fault. He 
sends the patient to us when he can find nothing 
else to account for the disease. I take a rather 
firm stand. I will not remove tonsils in which I 
cannot find some pathology. I may fail to benefit 
some cases which I might have benefited, but I 
avoid many useless operations. Infectious dis- 


eases, ear complications, obstruction to breathing, 
these and other conditions offer a different and 
favorable problem, but I still contend that ton- 
sils should not be removed promiscuously in the 
hope of benefiting obscure diseases elsewhere. 


Dr. M. P. Boebinger (New Orleans): When 
I began the specialty of otolarynology, it was 
necessary for me to choose a clinic in which to 
observe and to learn. Dr. Landfried was the 
man I chose to follow, and I have never regretted 
my decision. He gave in those days, just as he 
gives now, the impression of painstaking care. 
His insistence on many sutures was unique in 
those days, it has become very general now, and 
it is perfectly reasonable. No abdominal sur- 
geon would close the abdominal cavity leaving 
oozing capillaries and bleeding vessels, why should 
a throat surgeon not follow the same plan? 


We should insist on certain factors of safety 
for our patients, a general physical examination, 
the necessary laboratory studies, including the 
coagulation time, and the refinements of surgical 
technic. Dr. Landfried has emphasized the neces- 
sity for all of these, and we are safer surgeons 
because we have learned our trade from him. 

Dr. Homer Dupuy (New Orleans): A master 
technician, a pioneer, in the surgery of otolary- 
nology, has just spoken to us, and we are grate- 
ful for and inspired by what he has said. He 
has showed us how the surgery of the tonsil has 
evolved from the barbarity of a quarter of a 
century ago to the refinement of the present day. 
He was the first in this city to realize that ton- 
sillectomy is major surgery, the first to make it 
a hospital procedure. 

I want to comment on the association of tuber- 
culous disease of the lungs with tonsil diseases. 
In Charity Hospital, in the Dibert Memorial, we 
frequently remove diseased tonsils, on the advice 
of Dr. Durel, when it is felt that the tonsillitis 
is retarding the patient’s recovery. The operation 
is always done under local. Ether anesthesia 
has no place in the removal of tonsils in the 
tuberculous. 

Children are especially likely to have recur- 
rent colds when the tonsils are removed too early, 
and I will not operate, no matter what the pedia- 
tricians say, until the child is over three years, 
unless, of course, the tonsillar disease is of the 
obstructive type. 

Tonsil surgeons can be divided into two groups, 
the instrumentalists and the dissectionists, but 
both have the same objective, the complete re- 
moval of the tonsil. Both of them occasionally 
fail, because they do not consider the anatomy 
of the parts. They overlook, or they forget, that 
no matter how elaborate their dissection: is, lym- 
phoid cells are present in all tissues surrounding 
the tonsillar fossa. Complete tonsil excision does 
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not preclude possible hyperplasia of these lym- 
phoid cells. Dr. Landfried admits that even the 
most complete dissection of the tonsil does not 
prevent the occasional return of these Imyphoid 
masses. It is a comfort to us that such a master 
admits his own failures. 

Dr. C. J. Landfried (closing): The laity is 
becoming more and more unwilling to have prom- 
iscuous tonsillectomy done, and it is becoming 
more and more necessary for doctors to discrim- 
inate the cases in which they advise tonsillectomy. 
If the tonsil is not doing harm, it should stay 
where it is. People are doing some of their own 
thinking today, and we must be sure to advise 
them wisely and conscientiously. It is not always 
easy to be sure of our position. I have been see- 
ing a man for a long time who has considerable 
pus in both tonsils, who tells me he had had it 
for years. He has an occasional sore throat, but 
no joint or muscular pains; the electrocardio- 
grams show his heart normal and, as he has never 
shown the slightest desire to discuss with me the 
removal of his tonsils, I have never pressed the 
matter with him. 

The best guide, I think, for the need of tonsil- 
lectomy, is the recurrence of acute tonsillitis. 

Even the best surgeon can have a piece of ton- 
sillar tissue left after tonsillectomy and we should, 
therefore, be charitable in our judgment of oth- 
ers. I can truthfully say that I have never per- 
mitted a patient to go from my office believing 
evil of the man who proceeded me, and I hope 
God destroys my tongue if ever I say a word 
which will reflect on the skill or the judgment 
of a confrere in such cases. We are all human, 
I think we all do our best, and I think the man 
who claims he has had only perfect results is 
the one who has never done much of this kind 
of work. 





CHAULMOOGRA OIL IN EYE, EAR, 
NOSE AND THROAT.* 


T. J. DIMITRY, M. D. 
NEW ORLEANS. 


This contribution is an extension of a 
previous paper! in which chaulmoogra oil 
and its derivatives were discussed in rela- 
tion to their medicinal value when used by 
atomization into the nasal passages in the 
treatment of leprosy of the eyes and nares. 

Those who will read that paper will learn 
that after the use of the oil in the nose, the 
leper experiences a great improvement in 
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breathing and is able to blow his nose with 
greater ease and satisfaction; also, that an 
amount of nasal secretion is gotten rid of, 
a fact which is followed by a mitigation in 
the disagreeable intonation of the voice. 
That paper further reveals that the leper is 
made more comfortable; that the edematous 
condition of the eyelids disappears, and as 
a consequence he sleeps better. 


In addition, the paper called attention to 
the beneficial effect of the oil when instilled 
into the eye. For this treatment the oil 
was incorporated with fifty or seventy-five 
per cent of Wesson or olive oil, because in 
the earlier tests it was learned that in all 
cases, except those in which the cornea and 
conjunctiva were anesthetic, the oil was 
irritating and annoying when instilled pure 
into the eye and that this irritating result 
was increased by rubbing. 


Finally, the paper concluded by an im- 
plied appeal that the oil and its esters 
should be used respectively in the eyes and 
nose of the leper as a part of routine treat- 
ment of the disease. 

Having reached this conclusion the writer 
began to use the same treatment in other 
conditions of the eye and nose. And in this 
connection the experimental work and clini- 
cal evidence have led to this additional 
article, which calls attention to the thera- 
peutic effects of the oil and its derivatives 
in eye and nasal conditions other than 
leprous. That is, the writer is presenting a 
“lead” which he hopes will be justified by 
the use of these agents. In the following 
paragraphs he states succinctly the results 
of his own work. 


In blepharitis marginalis the oil has been 
observed to be a most satisfactory thera- 
peutic agent. As a method of comparison 
it was used thus: one eye of a patient was 
treated with yellow oxide ointment, and the 
other eye with a twenty-five per cent 
chaulmoogra oil. The oil was as beneficial 
as the oxide ointment. In fact, he has 
found the oil of at least equal therapeutic 
effect in those conditions in which the oxide 
is commonly used. 

In trachoma, the pure oil rubbed into 
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the lids produces a typical diphtheritic 
membrane. Of course, it is true that a 
membrane is usually produced by manipu- 
lation of the lids when they are grataged 
or massaged, but the conclusion the writer 
has arrived at is that the oil hastens the 
production of the membrane and that it 
adds to the merit of mechanical manipu- 
lation; and it is certainly superior to the 
copper and silver preparations so commonly 
used. 

In ulcer of the cornea it appears as a 
most satisfactory agent, and like a great 
number of such drugs can be used where 
old scars are to be noted on the superficial 
layers of the cornea. 


In the treatment of acute infections and 
chronic catarrhal conditions of the conjunc- 
tiva, the ethyl esters have been found 
much more efficient than the oil. Being a 
thin, light, oily fluid, when instilled into the 
eye they spread quickly over the whole 
globe and produce momentarily a pleasantly 
cooling effect followed by a sensation of 
dryness. This sensation, however, dis- 
appears with the use of a vegetable oil. 


Now, as regards nasal conditions, the 
effect has been found to be immediate 
when the oil or its esters are atomized into 
the nose: the mucous membranes are de- 
congested, breathing is made more com- 
fortable, and secretions are readily blown 
from the nose. Moreover, either the oil or 
ester is much less irritating than the 
ephedrine and adrenalin preparations, and 
the results are much more permanent; and 
one of the most noteworthy attendants on 
their use is that the vascular system re- 
mains unaltered. 

In addition, the oil and ester have been 
found to influence favorably the cure of 
acute rhinitis by reducing the turgescence 
of the nasal mucous membrane and at the 
same time stimulating the serous and 
mucous glands of this membrane, whose 
secretions add their bactericidal effect to 
that of the oil or ester, thus enhancing the 
virtue of the treatment and accelerating 
the cure. 
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In hyperplastic sinus disease they open 
up the ostium by depleting the mucous 
membrane and making for a better drain- 
age of the mucous lined cavities. 

Their power of softening and loosening 
scabs, of healing suppurating surfaces, and 
the depletion they effect in the membrane, 
make for greater breathing space through 
the nasal passages. Moreover, the fact that 
they possess the demulcent properties of 
the vegetable oils with a specific virtue of 
destroying acid fast bacilli, shows to what 
extent one may carry on with such agents 
at one’s disposal. In fact, the writer has 
found them useful in atrophic rhinitis, 
acute sinus conditions, hayfever, asthmatic 
bronchitis and neuralgia of non-suppurat- 
ing nasal origin. 

Attending the above stated results were 
some observations on the respective values 
of the oil and esters. It was noted that 
though both the oil and the ester produced 
the same beneficial effect when atomized 
into the nose, yet the repeated use of the 
ester was followed by a sensation of dry- 
ness, whereas the frequent use of the oil, 
though unaccompanied by dryness, was 
more irritating. It was further noted that 
the ester in combination with cotton seed 
oil lost this undesirable drying effect; and 
its less frequent use offers advantages over 
the oil in so far as it is less irritating. 
Moreover, it was found most pleasing to 
the nasal mucous membrane and its odor is 
inoffensive. 

The result of these observations leads to 
the following questions: 

(1) Is the oil or ester hydrolized when 
instilled into the eye or atomized into the 
nasal cavities? If so, is then the beneficial 
action of the oil due to the glycerine and 
fatty acids set free by hydrolysis? 

(2) What then causes the irritating 
effect? Is it excess glycerine or excess 
acid? 

(3) Could a mixture of glycerine and 
the fatty acid be made in such proportions 
as to produce the desired effect on the 
mucous membranes without the irritation 
noted in the use of the oil or ester? 
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(1) Dimitry, T. J.: The treatment of the nasal 
passages and the eyes with chaulmoogra “oil in leprosy, 
Amer. Jour. Trop. Med. II: 65-69, 1931. 

DISCUSSION. 

Dr. Homer Dupuy, (New Orleans)—My ex- 
perience with chaulmoorgra oil is limited to its 
application in laryngeal tuberculosis. This ex- 
perience covers over five years, using it in private 
practice and in Dr. Wallace Durel’s Service in 
the Dibert Memorial of the Charity Hospital. With 
the assistance of Dr. Spencer McNair and H. F. 
Brewster, we have in that service applied the 
drug in solutions of 30 to 40 per cent in olive 
oil. Over one hundred and fifty cases form the 
basis of our conclusions, Allowing ten applica- 
tions to each patient, we have had unusual op- 
portunities to test the value of this agent in its 
special action on the acid fast bacilli, in which 
group belongs the tubercle bacilli, and yet in 
laryngeal tuberculosis our results have been 
practically zero. We admit this with regret, for 
we had hoped, at least, to relieve that most dis- 
tressing condition, of inability to swallow, which 
certainly hastens death in these afflicted ones. 
We had hoped that chaulmoogra oil could replace 
those more painful procedures of the galvano- 
cautery, formalin solution applications and alco- 
hol injections of superior laryngeal nerves. But 
it has not done so. The essayist is certainly not 
a static individual, and that is to his credit. But 
his enthusiastic claims relative to chaulmoogra 
oil do not coincide with our experience in a field 
where its real usefulness was tested in a rather 
large number of patients. 

Dr. Chas. A. Bahn, (New Orleans)—Dr. Dimi- 
try’s interesting experiments with chaulmoogra 
oil in ophthalmology are timely, because relative- 
ly little has been written on the subject in this 
country. 

Some nine years ago in Peking, China, Dr. 
Harvey Howard noted certain resemblances be- 
tween leprosy and trachoma. He conceived the 
idea of using chaulmoogra oil in trachoma and 
wrote upon the subject in the China Medical 
Journal. The contributions was abstracted in 
Europe where several articles per year have been 
written on this subject. The following are out- 
standing: 

Bozzoli at the Italian Congress of Ophthalmo- 
logy in 1928 reported a series of trachoma pa- 
tients treated with chaulmoogra oil. He con- 
cluded it had some value in uncomplicated forms. 

Zamkofski in the Russian Archives of Ophthal- 
mology during 1928 reported a series of trachoma 
cases in which one eye was treated with chaul- 
moogra oil, and the other eye by different meth- 
ods. His conclusions were that the eye treated 
with chaulmoogra oil improved no more rapidly. 

It will be of interest to observe the usefulness 


of this remedy in the other ocular diseases which 
Dr. Dimitry has mentioned. 

Dr. Spencer B. McNair (New Orleans): For 
the past eighteen months I have been at Carville, 
La. The only thing .I would like to say is that 
the more you see of leprosy, the less you know. 
I began right away to use chaulmoogra oil and 
shortly after I started out I had the pleasure of 
reading Dr. Dimitry’s paper in the Journal of 
Tropical Medicine. : 

Dr. Dimitry said he cured leprosy lesions by 
dropping the oil in the conjunctival sac and spray- 
ing the nose. I see about 100 patients every 
week, which in eighteen months is 9500, and I 
have used in 10 per cent of the cases chaulmoogra 
oil and have not observed any benefit. It is less 
efficacious than chloretone inhalant. I have found 
in punctate keratitis dronin gives the best results. 
Dr. Clyde Brooks, formerly of the University of 
Alabama, now with L. S. U. Medical Center, let 
me use his hemoprotein. I have found that to 
be quite helpful in inflammatory lesions of the 
eye. Leprous lesions of the anterior uveal tract 
almost invariably destroy the eye. 

I had some communication with Dr. Hoffman 
of Havana, after reading his article in the London 
Journal of Tropical Medicine, in which he recom- 
mended gold very strongly. He said anyone who 
lost an eye in leprosy was culpable. I used gold 
on 18 cases without benefit. 

So far as nasal lesions are concerned, most do 
have nasal lesions; leprosy attacks the cartilagin- 
ous structure. [I have used chloretone inhalant 
with better results than chaulmoogra in 25 per 
cent to 30 per cent combined with benzocain. 

There is not a great deal I can add to this 
discussion about leprosy. I think the treatment 
is absolutely symptomatic and so far chaulmoogra 
oil sprayed into the nose, it doesn’t help, is my 
experience. 

In Dr. Dimitry’s paper, he failed to say how 
many cases he treated and the type. If he can 
be of any help to me—I appreciate his zeal and 
also read his paper in which he stated all eye 
lesions were associated with nasal lesions. In 
my experience, all cases with eye lesions do not 
have nasal lesions, that is macroscopically. 

I had one nasal case in which I used chaul- 
moogra oil without benefit and the only way I 
could get the patient to breathe through his nose 
was with a preparation of cocaine and ephedrine. 
I have used chaulmoogra oil, but I am here to 
say that whenever the lesions hit the anterior 
uveal tract, the eye is lost. I certainly cannot 
agree with Dr. Dimitry in the cases I have had. 
I may be entirely wrong. 

Dr. Sam C. Cohen (New Orleans): I have used 
chaulmoogra oil for the past few months in both 
nose cases and throat cases. In nose cases, I 
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used it with the hyperplastic type of case and 
can report very good results. I have used it pure 
and 25 per cent in Wesson oil as recommended 
by Dr. Dimitry. 

In some eye cases I have used it and gotten 
very good results. I have been able to clear up 
several patients with marginal blepharitis after 
using chaulmoogra oil for a month or two. 

In some tubercular laryngeal cases, patients 
come back relieved. I know that they have been 


relieved symptomatically, but so far as pathology 


is concerned I cannot yet make any statement. 1 
have used it in some ordinary laryngitis cases 
also, with symptomatic relief. I am still using jit 
25 per cent solutions of Wesson oil and am satis- 
fied with the results. 

Dr. Theodore J. Dimitry (closing): It is not 
my desire to convey in this contribution any 
wonderful curative effect of a drug, but to sub- 
mit facts of my investigation to you in hope that 
the oil might prove to be a most servicable remedy 
for conditions that it has not been commonly 
used in before. 

The study came about in an attempt to show 
that the paraffin oils, when atomized into the 
nose, must be harmful because they merely coated 
with qa non-penetrating oil the mucous membrane 
while the vegetable oils would be absorbed where 
so used, and would probably be beneficial. It was 
in my study of the various oils, their glycerines 
and fatty acids that I began the use of chaulmoo- 
gra oil for I had observed that it was beneficial in 
the nasal conditions of lepers, which gave the 
incentive for its use in other conditions. 

I wish to thank Dr. Homer Dupuy, Dr. McNair, 
Dr. Bahn and Dr. Kahn for their discussion. To 
Dr. McNair I wish him to note particularly that 
I did not use the word “cure,” and to Dr. Dupuy 
that I did not mention tubercular laryngitis in 
my paper. Dr. Bahn brought out most interest- 
ing information in the treatment of trachoma 
with the oil. 





HISTAMIN IN ASTHMA.* 
NARCISSE F. THIBERGE, M. D. 


NEw ORLEANS. 


The role played by histamin in allergic 
conditions is an interesting one. Our pres- 
ent results in a limited number, though so 
far not sufficient to draw definite conclu- 
sions, nevertheless, warrant this prelimi- 
nary report. 

Asthma, one of the varied manifestations 
of allergy, remains a fascinating study, 
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daily becoming better understood, well wor- 
thy, on account of the terrible sufferings it 
entails, to command our best efforts to re- 
lieve, and if possible to cure. The asthmatic 
reminds us of a geometrical cone delicately 
poised on its apex in unstable equilibrium 
ready to topple over: the sympathetic on 
one side and the vagus on the other finely 
tuned to preserve the respiratory balance. 
A normal person, represented by this cone 
resting on its base, does not require the 
opposing forces to be so accurately matched. 
A sudden whiff of pollen concentratedgat- 
mosphere, a vivid emotion, an indiscretion 
of diet or a retention of toxin, will not so 
easily elicit in him the paroxysm. Stimulate 
the vagus in the allergic, however, or de- 
press his sympathetic, whether by the eth- 
moid, post-nasal or local or general route, 
the bronchioles are immediately narrowed, 
the ratio between inspiration and expiration 
is reversed and the struggle for air begins. 


This struggle was recognized and de- 
scribed by the ancients. It preserved its 
mysterious horror up to the discovery of 
adrenalin and still remains only a partially 
solved problem of our modern time. As its 
pathology becomes better understood, here 
and there cases get well and remain well; 
our hope revives and “we carry on” with 
greater confidence. The main feature of 
allergic asthma is hypersusceptibility. Many 
features in asthma make us suspect adrenal. 
All admit, however, that toxemia is the de- 
termining element, whether insufficiency 
coming from a septic focus or from faulty 
metabolism. 


The part of the arc, central, peripheral 
or reflex, attacked by the toxin is not the 
same in each case. As adrenalin acts at the 
neuro-muscular junction, we presume that 
the histamin-like body formed by the aller- 
gen in the cell may also have a similar loca- 
tion, though with opposite effect. 

The mysterious and fascinating question 
which meets us in these allergic cases is 
why this toxin, whether itself the histamin- 
like body or its elicitor, may be present in 
the same measured quantity in two individ- 
uals and produce such anguish in one and 





40 


not affect the other! Some explain it by an 
excess of potassium in the blood, some, a 
lack of calcium, while others accuse an 
extension of the pathological process from 
the nerve endings. 

Whatever the explanation, we are suffi- 
ciently familiar with the clinical aspect to 
dispense with a description of the asthmatic 
attack or the sufferer. There is, however, 
an undoubted nitrogen retention which rises 
with the severity of the attack, with its dur- 
ation or with its frequency of recurrence, 
as can be judged from some of the cases 
in our service at the Charity Hospital. 
(Chart 1). 
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more important. Where it has been possible 
to place an asthmatic, whose reactions were 
positive for wool, feathers and pollen, etc., 
in an atmosphere free from these, the prob- 
lem was an easy one to solve provided sec- 
ondary changes had not proceeded too far. 


Adrenalin, despite later discoveries, still 
remains the most dependable for the acute 
aitack. The action, prompt and widespread, 
is spectacular. The required dose is not large 
(0.25 to 0.35 c.c. of the 1:1000 solution) 
just sufficient to elicit a slight muscular 
tremor. Histamin has proved to be the 
antagonist of adrenalin in all its effect, 
being a vasodilator, a stimulant of the au- 
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This chart indicates a marked retention in allergic asthma. The figures at the extreme right indi- 


cate the normal standard used. 








The metabolic rate in these cases plays 
a minor part, if any. Where we found a 
minus, the case quickly cleared up with thy- 
roid extract. The more severe, the more 
persistent the cases, the more closely to 
normal it seems one is apt to find the rate! 

The diagnostic feature in asthma are: the 
allergic skin reaction, the appearance of the 
acute paroxysm more frequently at night 
(thought by some to be due to a cessation 
of the adrenals during sleep and the scant 
reserve in the blood), the eosenophilia, the 
hereditary history and the over distention 
of the air cells due to the inverse respira- 
tory-inspiratory ratio. 

The first requisite in the control of asth- 
ma is good elimination, not by purgatives 
but by exclusion of foods which acting as 
allergens, embarass the kidney and the 
bowels. An occasional fasting day helps 
wonderfully. Sensible fod hygiene should 
be enforced jas. to palatability, thorough 
mastication, quantity and interval. The 
elimination of inspiratory allergens is still 


tonomic center, a constrictor of the bron- 
chioles (here as well as in the liver and 
lungs histamin acts as a vaso-constrictor). 
The juices of all the digestive glands are 
stimulated, hydrochloric acid, pepsin, and 
saliva are all markedly increased. 


For those interested in the composition 
and source of histamin, I quote the follow- 
ing: 

“Histamin (ergamine), beta-iminazoly]- 
ethylamine, CsH»Ns3 is one of the biogenous 
amines, thus a cleavage product of pro- 
tein which is found in almost all animal 
tissues. Its liberation is due to the action 
of one or more of about thirty different 
types of putrefactive bacteria, among them, 
the ordinary bacillus coli. In the intestinal 
canal, histamin is present in considerable 
quantity, although towards the distal part 
of the colon it rapidly undergoes further 
decomposition. 

“Histamin is produced in the living or- 
ganism by the decarboxylation of the amino 
acids, and is related to the general nutri- 
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tion of bacteria, to the metabolism of the 
amino acids and to the pathology and phar- 
macology of the smooth muscle fibres. 

“Other effects of histamin resemble the 
symptoms of surgical, traumatic or anaphy- 
lactic shock and are chiefly due to extreme 
vasodilatation. At the same time, there is 
considerable constriction of the bronchioles 
(Pal) and dyspnea.” 

Histamin base is extremely toxic, a few 
grains being fatal to man. Animals of 425 
to 635 grammes died in anaphylactic shock 
on the administration of 0.00001 and 
0.00005 grm. As high as 0.5 mgm of the 
dihydrochloride has been injected in man 
but the usual safe dose recommended is 0.25 
mgm. We have used both the acid phos- 
phate of histamin (ergamin) and the dihy- 
drochloride (imido). 

The flushing of the face even to the point 
of cyanosis, sensation of intense warmth 
and throbbing of the temples were particu- 
larly noticed in a vigorous man shortly 
after administering 0.30 c.c. of the 1.1000 


41 


solution. The process likewise is duplicat- 
ed in the digestive track. Skiagraphs taken 
after administering histamin to an asth- 
matic whose previous examination had in- 
dicated gastric and cecal stasis showed 
rapid emptying of the stomach without 
pathology of the appendix. We would sug- 
gest this test in doubtful cases of appendi- 
citis. The patient in this instance had been 
diagnosed as chronic appendicitis from the 
previous skiagraph. His asthma by the way, 
is greatly benefited. Histamin administered 
at the height of an asthmatic paroxysm in- 
tensifies it and elicits typical irritating 
cough. Administered in the interval in doses 
as small as 0.10 up to 0.50 c.c. we have 
noticed marked improvement in 3 cases. 
Another, the mother of 3 asthmatics, her- 
self an allergic with digestive distress, was 
greatly improved, the pain and indigestion 
removed, color and weight restored and in- 
creased. 

We wish to submit the following results 
from testing 19 cases: (Chart 2). 
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The above chart indicates that no parallel exists between the skin reaction to histamin and pollen 


extracts. 


histamin is negative timothy, ragweed or wool may be positive. 
action, the more quickly can the patient be relieved. 


Histamin reaction may be marked where pollen reaction is negative and vice versa when 


Usually the more marked the re- 
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Believing in the theory lately’ advanced 
that the symptoms of allergy resulted from 
the dissemination throughout the system of 
an histamin-like substance formed locally 
by the cell when attached by the specific 
allergen, we have made the attempt to de- 
sensitize patients with histamin. The num- 
ber is yet too small and the cases too recent 
to be conclusive. This preliminary report 
is submitted as a suggestion to others to 
repeat the experiment. I cannot, however, 
caution too much on its danger and dis- 
agreeable results. The only annoyance so 
far experienced by us from using it in doses 
of 0.10 to 0.50 c.c. of the 1.1000 solution 
has been the marked engorgement of the 
neck vessels and aggravation of the cough 
and the distress when given in the midst of 
asthma. Adrenalin, however, controls it 
satisfactorily. 

CONCLUSIONS. 

This article is written solely to invite fur- 
ther research on the value of histamin as a 
non-specific desensitizer in allergic cases. 
The cases so far are too few and have not 
been under treatment sufficiently long to 
indicate positively that the improvement 
will become permanent. 

Cases of asthma connected with digestive 
symptoms promise better results. 

Histamin given during the asthmatic sei- 
zure aggravate the cough and the distress. 
Adrenalin here administered brings instant 
relief both from the asthma and the his- 
tamin. Histamin being extremely toxic, 
should always be administered intradermal- 
ly in initial minute doses. 

No direct parallel has been found to exist 
between the reaction of histamin and the 
reaction from grass wool or ragweed. In 
cases where marked allergy to pollen exists, 
histamin reaction may be negative; and 
vice versa. The most constant approach to 
parallelism is that with wool. The improve- 
ment following its administration is in di- 
rect ratio to its reaction; the greater the 
skin reaction, the quicker the relief. 

DISCUSSION. 

Dr. J. Holmes Smith: Dr. Thiberge’s paper is 
of quite some interest to me because, for some 
five or six years, I have been using histamin diag- 


nostically in the diagnosis of achylia rather than 
therapeutically. 


It would seem that his position in using it as 
a therapeutic aid is not badly taken. As long 
ago as 1924, Thomas Lewis advanced the idea that 
urticarial wheals were due to a histamin-like sub- 
stance in the skin. Since then, histamin has be- 
come associated with various types of allergy. 
Recently there is on record a case of periodic 
edema of the hand which had been in existence 
for a number of years and which failed to re- 
spond to any form of treatment. The authors 
resorted to small doses of histamin given fre- 
quently during the intervals. The patient would 
have the edema for a week and be free for a 
week. During the intervals, small doses of his- 
tamin were given over a long period of time. 
Ultimately very satisfactory results were obtained, 
the patient being free from the edema for a long 
period. 


Several things in Dr. Thiberge’s paper I think 
are rather important, particularly the fact that 
his best results were obtained in those cases hav- 
ing gastro-intestinal symptoms. It is believed by 
many that the intestinal tract is probably the 
source of histamin, it being formed by the action 
of many types of bacteria on protein, in the colon 
particularly. I want to cite a case which I have 
seen in recent months. A young man, the brother 
of a patient of mine, about twenty-two years of 
age, had since childhood been troubled with 
asthma. The patient, in talking to me about it, 
stressed strongly that it seemed to be associated 
with the gastro-intestinal tract. Gastro-intestinal 
study showed a slowing up at the ileo-cecal valve. 

The young man has been instructed to eat less, 
with no particular reference to the type of food, 
and has gone on a partial starvation diet. When 
he does not overeat, he has no asthma; and, when 
he has asthma, if he takes an enema, he gets 
relief. Whether or not there is any connection 
between his asthma and histamin I do not know, 
but it occurs to me that there may be a mechani- 
cal feature or reflex nervous feature also. 

I wonder if treatment of the gastro-intestinal 
condition would not help as-well as would his- 
tamin. We have been using a preparation known 
as dihydranol. I am not recommending it myself, 
but it is claimed to overcome putrefaction ulti- 
mately, and, if putrefactive bacteria have any- 
thing to do with it, it might not be a bad idea 
to send some of Dr. Thiberge’s patients to our 
clinic and try out the treatment of the intestinal 
tract possibly before the histamin is given. 

Dr. Allan Eustis (New Orleans): It is very 
gratifying after twenty-two years to hear the 
question of the relation of histamin to asthma 
revived. Of late, numerous articles have ap- 
peared in the literature suggesting that hista- 
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min is a factor in the causation of asthma and 
urticaria, all advocating desensitization of the 
individual by administration hypodermatically of 
this base in the interim between attacks. Few 
of these writers have gone back far enough in 
their research of the literature to have got at 
the basic principle of this relationship. 

Some of you may recall that in 1909 I re- 
ported nineteen cases of asthma relieved by 
treatment of the associated intestinal toxemia, 
while, in 1912, I reported the result of some 
researches carried out in Vienna, in which I was 
able to show that experimental asthma, as well 
as urticaria, can be produced by histamin. At 
this time, this base was recognized as beta-im- 
idazolylethylamin, and, inasmuch as it was 
isolated by Barger and Dale from extract of 
ergot, it was marketed as ergamin. Ackerman, 
as well as Mellanby and Twort, showed that this 
base* was formed from histidin by putrefactive 
processes and the splitting off of CO2 from the 
carboxyl radical of histidin, so that it was re- 
ferred to subsequently as histamin to designate 
it as the amin which is derived from histidin, just 
as paraoxyphenyl ethylamin is designated as 
tyramin on account of its derivation from putre- 
faction of tyrosin. 

Histamin is one of the amino-acids formed on 
digestion of all proteins in varying amounts, de- 
pending upon the particular protein digested. 
Sturin, the protein of fish, is very rich in histidin, 
containing 12 per cent of same, which accounts 
for the tendency of shell fish to produce urticaria, 
as well as asthma, in certain individuals. The 
logical treatment of these conditions, therefore, 
is to limit the ingestion of histidin to a minimum, 
at the same time resorting to measures to relieve 
the putrefactive processes in the intestinal canal 
so as to prevent the transformation histidin, a 
non-toxic substance, into histamin, a toxic one. 
I often teach my patients to make tests for indi- 
can in their urines, and they are able thus to 
control their diet. I believe the results obtained 
compare favorably with those obtained by any 
other method. 

I do not wish to be understood as decrying the 
value of determining the particular antigen, or 
allergen to which the patient is susceptible, 
either by intradermal tests, or eliminative diets, 
but I wish to stress the importance of consider- 
ing the presence of intestinal toxemia with regula- 
tion of the diet as to its histidin content during 
these investigations, or during the period of de- 
sensitization. 

One may very aptly ask, “Why will one patient 
with a heavy indican test manifest symptoms of 
asthma, while another, under similar conditions 
be free from symptoms?” I was able to demon- 
strate in 1914 that the liver of the ordinary 
turkey buzzard contains a ferment which is ca- 


pable of breaking up histamin and rendering it 
inert, so that it is reasonable to suppose that 
the normal individual has a turkey buzzard liver, 
while the asthmatic individual has a guinea pig 
liver. 

Therefore, I say, during the process of de- 
sensitizing the allergic individual, whether by 
injection of specific protein, or by histamin in- 
jections, let us not forget the influence of ab- 
sorption of histamin in large amounts under 
certain conditions from the intestinal canal, over 
the ability of the liver to detoxicate it. 

This desensitization work by means of in- 
jections of histamin, recently advocated by sev- 
eral others, as well as by Dr. Thiberge, in‘erests 
me very much, and can be explained probably 
by observations made many years ago, as men- 
tioned above. 

In producing experimental asthma by injections 
of histamin, it was found that animals varied 
in their susceptibility to the toxic effects of this 
base. The guinea pig was especially susceptible, 
while the dog was relatively immune to its toxic 
effects. It takes five times the dose of histamin 
to produce asthma in the guinea pig, when given 
hypodermically, or when introduced into the 
peritoneal cavity, as when given intravenously, 
or when introduced directly into the trachea. It 
ig evident, therefore, that all of the tissues have 
a defensive mechanism against its action just as 
the liver has. It is possible by frequent small 
injections to raise the immunity against histamin 
as obtains with other antigens. If such is the 
case, why does not the asthmatic develop his own 
immunity? Some do. We often find patients 
“outgrowing” their asthma, or being promptly 
relieved by drainage of a sinus, or removal of an 
abscessed tooth, so that they can come in con- 
tact with antigens to which they were formerly 
sensitive without showing any symptoms. 

Dr. A. L. Levin (New Orleans): It is not clear 
in my mind yet as to how histamin relieves 
asthma. 

Dr. Thiberge evidently speaks of the use of 
histamin in the allergic group. If histamin, ac- 
cording to his statement, acts as a vaso-constric- 
tor, how does it relieve asthma? The condition 
should be aggravated by it unless we assume that 
histamin acts as a desensitizing agent. Is it a 
mere hypothesis or’ has it been proved that his- 
tamin acts as a desensitizing agent? 

I am endeavoring to give a new explanation 
for the action of histamin in asthma. It prob- 


" ably acts as an agent to stimulate the adrenalin 


functions in the body. In other words, under its 
influence, more adrenalin is manufactured by the 
adrenals and the excessive amount of adrenalin 
relieves the asthmatic condition. Adrenalin, we 
know, is so far the best remedy to give asthma- 
tics relief. A similar action of histamin in in- 
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fluencing the production of hydrocholoric acid can 
probably be explained on the same hypothesis. 
Sajous asks the question, “How is achylia gas- 
trica produced?” His answer is as follows: ““We 
know that achylia gastrica is met with in a num- 
ber of diseases whose origin is infection; such as 
polyarticular arthritis, chronic gastritis, chronic 
biliary infection, etc. The infection existing in 
the body at first causes a hyperproducton of ad- 
renalin by irritating the adrenals through con- 
gestion. The excessive adrenalin in the body 
causes a congestive constriction of the arteriols 
in the pyloric area, increasing thereby at first the 
production of hydrocholoric acid. As this process 
goes on, it eventually tires out the peptic glands 
or they are choked out by the connective tissue 
formation due to chronic congestion. The 
hydrocholoric acid then disappears.” 

Taking this explanation as a basis, I reason 
that the influeence of histamin in bringing out 
more hydracholoric acid is probably due to its 
influence on the adrenalin production as men- 
tioned before and the same applies to the value 
of histamin in the allergic types of asthma. 

Dr. I. L. Robbins (New Orleans): There is not 
anything I can discuss about this, but there are 
several questions I might ask Dr. Thiberge. 

First, you spoke about the improvement that 
was noted. How long have you had the patients 
under observation? In what way were they im- 
proved? Were the intervals between the at- 
tacks lengthened or was the severity or the 
length of the individual attack diminished? Have 
they received any other treatment while being 
observed under treatment with histamin? Have 
the patients lived the same sort of lives as previ- 
ous to the beginning of histamin treatment, or 
have their habits of eating been changed? 

Dr. Thiberge (Closing): It seems that the 
allergic patient has a lower level of assimilation 
than the ordinary patient, this to my mind calls 
for diet regulation. The allergic can assimilate 
a definite amount thoroughly. Overstep that 
quantity and digestion is incomplete. The diges- 
tion of protein especially is not perfect, allowing 
amino-acids to penetrate into the tissues; the 
food then becomes a poison, a foreign body, and 
an irritant. 

I will be interested in the effect of dihydranol 
in suitable cases which Dr. Smith has volunteered 
to handle. I fully appreciate the service and the 
help which the medical clinic has given the aller- 


gic clinic in the past. The study of intestinal 
flora in relation to asthma will form an additional 
bond between the clinics. 

I wish to accord a well merited priority in the 
study of histidin and histamin to Dr. Eustis. 
His past work and writings along these lines are 
a credit to the Society. I realize with him that 
a volume of work has also been done in this line 
by a number of other workers, as can be judged 
by the attached bibliography. His researches, 
however, were made from a different angle. It is 
a well admitted principle to limit the ingestion 
of protein and insist on a certain hygiene on ac- 
count of the low assimilation level. Dr. Eustis 
has spoken of fish protein. It is a curious fact 
that the less fish is cooked, the less harm is done 
the allergic. Explanation of this phenomenon so 
so far is not clear, no more than the fact that 
the cat is resistant to the effect of histamin while 
the guinea pig remains extremely susceptible to it. 

In insisting on good assimilation and correction 
of intestinal putrefaction, Dr. Eustis has not laid 
enough stress on the possible sources of hista- 
min in distal parts. The histamin-like body of 
which we spoke, and which is found in the tissue 
of the nose, skin, bronchial tree, etc., does not 
all come from the intestinal tract but is the ex- 
pression of the fight in situ between the tissue 
cells and the allergen. It, therefore, becomes 
a question not of changing the character of the 
intestinal culture medium, but a question of de- 
sensitizing the tissues or of neutralizing the 
poison widespread in the body. It is a general as 
well as a local fight. The body is gradually 
trained to tolerate fairly large doses of the his- 
tamin-like body by raising slowly that dose of 
histamin injected. 

Dr. Levin’s question as to how histamin acts 
has been answered by Dr. Eustis. I desire to 
stress the antagonism between adrenalin and his- 
tamin. The data now available point to the 
neuro-muscular junction as the seat of action for 
adrenalin; we presume that histamin is carried 
there to oppose and reverse its action. 

In answer to Dr. Robbins’s question: the cases 
were under observation and treatment for two 
months. The doses given were from 1/10 to 1/2. 
Cases selected were refractory for years to all 
other treatment. Diet and hygiene were kept as 
usual but all other treatment (hypo) except his- 
tamin was suspended. The result so far has 
proved very satisfactory. 
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AN APPRECIATION. 

The members of the Louisiana State 
Medical Society owe a debt of gratitude 
to the members of the Committee on Pub- 
lic Policy and Legislation who have been 
most active in securing the passage of 
some excellent new bills in the Louisiana 
Legislature, and who have been responsible 
for the probable repeal of the annoying 
and unfair physicians’ license tax. Mem- 
bers of this Committee are Dr. C. A. Weiss, 
Chairman, Baton Rouge; Dr. Foster M. 
Johns, Vice-Chairman, New Orleans; Dr. 
Glenn J. Smith, Jackson; Dr. Roy B. Har- 
rison, President, New Orleans, and Dr. P. 





T. Talbot, Secretary-Treasurer, New Or- 
leans. They have worked in conjunction 
with the Committee on State Medicine and 
Legislation of the Orleans Parish Medical 
Society, of which Dr. C. Grenes Cole is the 
Chairman. They have had whole hearted 
cooperation from the medical profession 
throughout the State. Physicians from 
nearly every parish and district organiza- 
tion have taken the time and trouble to go 
to Baton Rouge and to help President Har- 
rison and Dr. Weiss, Chairman of the Com- 
mittee. 

What has been accomplished by all these 
gentlemen illustrates very well indeed what 
may be done under efficient leadership with 
all members of the State Society getting 
back of their leaders and working. This 
has been accomplished at a great sacrifice 
by many men. Surely the results warrant 
the loss of time and money that these un- 
selfish members of the State Society have 
suffered. Each and every Louisiana State 
Medical member is in their debt. Likewise 
every medical man in the State who does 
not belong tto organize medicine will bene- 
fit from the efforts of those who are joined 
together for a common purpose: further- 
ing the high principles of medicine and 
medical practice. 





THE DOCTOR, TAXES AND THE 
VETERAN. 

The ever increasing and steadily mount- 
ing taxes assessed against the citizens of 
the United States gives them cause for 
much thought and a not inconsiderable 
amount of worry. When it is realized that 
slightly over thirty per cent of the national 
income last year was devoted to taxes to 
pay for city and town, parish and county, 
state and national expenses, it gives cause 
for deep reflection as to just when this ris- 
ing expense of running our government will 
ever stop. The average physician has a 
tendency to dismiss this big problem of 
enormous taxes with the thought that it 
touches him but slightly. When he comes 
into immediate contact with the payment of 
taxes and tax collectors he may feel some 
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irritation at the minor levies and probably 
disgust if he owns real estate and has to 
pay a sum out of all proportion of the pres- 
ent day value of the land, but fails to real- 
ize in indirect taxation he is also paying 
the bill. It is all right to say that the rail- 
roads, the corporations, and the wealthy 
are paying the bulk of the taxes. That is 
true directly, but indirectly these same 
taxes come back to the individual in in- 
creased cost of freight rates, public utili- 
ties, added expense of individual items and 
what not. Paying three cents where two 
cents formerly sufficed for a letter, paying 
more for soft drinks, for tobacco, may seem 
but very small items, yet on the contrary 
they mount up to a reasonably large por- 
tion of the doctor’s income. With the new 
federal and state taxes on gasoline, the cost 
of gas alone is thirty-three and a third per 
cent higher than it would be without such 
taxes. This is one of the few direct levies 
which is paid for by the individual. 


In considering what can be done by an 
individual doctor or the medical profession 
as a whole to combat these tremendous de- 
mands upon the physician’s income, de- 
mands which are so great that they repre- 
sent turning over to the government ap- 
proximately the income from one hundred 
or more odd working days a year, thought 
should be given to that branch of the gov- 
ernment in which the medical man is pri- 
marily interested, that is to say the care of 
the sick veteran. The New York Academy 
of Medicine has estimated that $450,000,000 
a year could be reduced from federal ex- 
penditures to those who are not suffering 
from war disabilities. The payment of 
compensation for those who were in the 
war but whose injuries or disabilities are 
in no way dependent upon war services is 
absolutely ridiculous. This organization 
points out among other things that a larger 
percentage of former medical officers are 
being pensioned than any other former of- 
ficer. Many of these men hold full-time 
government positions and are receiving 
comfortable salaries, yet are receiving 
large sized checks every month for compen- 


sation. Compensation should not be paid 
to those who are not in need nor to those 
whose earning capacity is not materially 
lessened by post-war injuries. Certainly it 
should not be given to those men who make 
a living which is adequate to support them 
in comfort and even luxury. 

If the taxpayer were to think in concrete 
terms of how his money is spent, probably 
he would be more disturbed than he now 
is by the payment of taxes. If a doctor 
whose income is $3,000 or $4,000 a year 
were to visualize specifically where the 
$1,000 or more that he pays directly or in- 
directly as taxes are being spent, he would 
not feel quite as reconciled to the payment 
of taxes as he does. Were he to say to 
himself that “my $1,000 is going to fatten 
the income of So and So who is a partial 
or full time employee of the Veterans’ Bu- 
reau, who sprained his back playing golf, 
or doing what not, as a result of which he 
is getting a yearly pension which is repre- 
sented by the money that I pay,” certainly 
a feeling of anger, disgust and revulsion 
would arise in his mind. 





THE FEVER OF HEART FAILURE. 

Fever occurs frequently during the course 
of heart disease. The attempt to explain 
the causation of this fever has not been by 
any means wholly satisfactory. The fever 
of heart failure has usually been attributed 
to infection or to pulmonary infarction. 
Neither of these two explanations explain; 
no evidence of infection can be found in 
many instances in a patient with heart dis- 
ease who has fever, and no sound proof is 
obtainable when infarction of the lung is 
present. In view of the fact that the fever 
disappears so promptly with the return of 
the heart to normal, it would seem that 
some circulatory disturbance was respons- 
ible for the fever rather than the two sug- 
gested causes. In order to study the prob- 
lem Steele* selected a certain number of 
patients suffering with heart failure who 


*Steele, J. M.: Fever in certain cases of heart 
failure, Proc. Soc. Exper. Biol. and Med., 29: 
991, 1932. 
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were placed in a room of constant temper- 
ature; simultaneously measurements of 
the temperature of the surface (skin) and 
of the interior (rectum) of the body were 
made. The temperatures of the skin were 
estimated by means of a copper constantan 
thermocouple, the temperature being taken 
every two hours. 

It was found that uniformly during heart 
failure skin temperatures, particularly the 
temperatures of the extremities, were low- 
er than after recovery, whereas the: rectal 
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temperature was higher before the patient 
recovered from the heart failure. After the 
failure had subsided the two temperatures 
were very close to each other, whereas dur- 
during heart failure considerable difference 
existed between the two. The author states 
that the natural inference to explain the 
differences between the two temperatures 
is that thére is difficulty in distributing 
properly the heat which is produced within 
the body when the circulation is embar- 
rassed by the failing heart. 





HOSPITAL STAFF 


TOURO INFIRMARY STAFF MEETING. 

The regular clinical meeting of the Medical Staff 
of Touro Infirmary was held on Wednesday, June 
8, 1932, at 8:30 P. M. Dr. Urban Maes presided. 

The first order of business was a motion picture 
demonstration of the larynx under suspension 
laryngoscopy, presented by Dr. F. Lejeune. A 
series of motion pictures of normal and pathologi- 
cal larynges made by Dr. Lejeune were shown. 

Drs. Weil, Joachim, and Fuchs discussed the 
presentation, all stressing the value of such perma- 
nent motion picture records of pathology, and 
complimenting Dr. Lejeune upon his technica] skill 
in obtaining such excellent views. 

Dr. E. Denegre Martin then showed motion 
pictures of four cases of fracture of the hip, to 
show the end results obtained in such cases by 
the use of screws to repair the fracture. Dr. Mar- 
tin has been advocating such a method for many 
years. His oldest case was done 10 years ago 
and his most recent patient was handled in this 
manner 2 months ago. He emphasized the sim- 
plicity of the method, the short period of disabil- 
ity and the degree of restoration of function, prac- 
tically perfect in those cases shown. 

Dr. Russel Stone discussed the presentation. 
He stated that he had used the method and thought 
it the simplest and best method available for such 
fractures. 

Dr. Hatch, however, stated that he totally disa- 
greed with Dr. Martin. He expressed himself as 
opposed to the open method of reduction and treat- 
ment, and advocated the Whitman method as the 
best and the one of choice. He said that’he did 
not believe the method advocated by Dr. Martin 
should be accepted as the method of choice in all 
cases, 

Dr. Martin closed the discussion by presenting 
an elderly patient so treated. This man had prac- 
tically perfectly restored function, and it was im- 
possible to state which hip had been fractured. 


TRANSACTIONS 


Dr. Martin has successfully treated 30 such cases, 
12 of them being elderly individuals. 


The next case was shown jointly by Dr. Henry 
Blum and Dr. A. I. Weil. This case was one of 
orbital cellulitis with the following summarized 
record. The patient was a young white male who 
came to the Touro Clinic complaining of pain in 
the left eye. When seen by Dr. Blum he had severe 
pain in the left eye with swelling and definite ex- 
opthalmos of that eye. He gave a history of having 
been struck in that eye by a pebble while riding the 
previous day. Close examination failed to reveal 
any evidence of injury of the eye whatsoever. 
There was no history of any nasal symptoms. Vi- 
sion was normal, as were also the eye grounds. 
There was definite limitation of motion of the 
eye ball and considerable pain around the eye. A 
roentgenogram of the orbit did not reveal any 
foreign body. An examination in the ear, nose 
and throat clinic was negative at that time, but 
later another examination made by Dr. Weil showed 
polypoid changes in the nose. A roentgenogram 
revealed opacity of the left ethmoids. Dr. Weil 
advised operation. This was done the following 
day. The temperature fluctuated between 100°- 
102° F. There was leukocytosis, and morphine 
was required to relieve the pain. Dr. Weil ex- 
pressed the opinion that the para-nasal sinus 
infection did not cause the eye condition. There 
was also evidence of chronic changes in the right 
frontal sinus. Following the sinus operation 
Dr. Blum applied leeches to the area around the 
swollen eye, and Dr. Weil thought that this was 
what cured the condition. Dr. Blum, however, 
thought that the orbital cellulitis was secondary 
to the ethmoid infection and that Dr. Weil’s 
operative procedure relieved it. 


Dr. Joachim discussed the case and stated that, 
in view of the contradictory evidence, he felt that 
perhaps something had been overlooked or not 
accounted for. 
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Dr. Kearney reported having had two such cases 
of orbital cellulitis in the past year, both due to 
para-nasal sinus infection. One case resulted in 
an orbital abscess which neeessitated drainage. 

Dr. Blum reiterated his opinion and stated that 
he had attached little importance to the history of 
a blow to that eye. He thought the prompt re- 
covery of this non-suppurative process was un- 
usual, 

Dr. Landry offered the suggestion that this 
might have been thrombo-phlebitis. He had seen 
the case prior to operation and had suggested the 
use of leeches as used and recommended by the 
French in thrombo-phlebitis. 

The history, clinical course and autopsy findings 
of a fatal case of acute nephritis following 
pyelography was then presented by Dr. W. A. 
Reed and Dr. I. I. Lemann. The case had been 
thoroughly followed and studied by Dr. Gonzales, 
Resident in Urology, and Dr. Cameron, Resident in 
Medicine. Dr. Cameron presented the case record, 
summarized below. 

The patient, a while male, aged 32 years and 
weighing 200 pounds, had visited the Touro Clinic 
April 12, 1932, complaining of pain in the left 
side of his upper abdomen. This had been present 
for one and one-half years and had been associated 
with belching and gas. The pain was not related 
to meals and was not relieved by alkalies. He 
stated that it was relieved by belching. There 
were no urinary disturbances and no other com- 
plaints at that time. He had lost about 25 pounds 
in the previous year and a half. His physical 
examination was negative as were also the Wasser- 
mann, urine, gastro-intestinal series, gastric 
analysis and stool examination. He was treated 
in the gastro-intestinal clinic for two months with 
no improvement, and was then referred to the 
genito-urinary clinic on May 18, 1932, for inves- 
tigation of the left kidney and ureter for possible 
calculus or kink. Examination made in the genito- 
urinary clinic showed nothing except pain over the 
left lumbar region. Two days later he was cysto- 
scoped and a pyelogram made. The bladder was 
normal, there were no kinks nor stasis on either 
side. The pyelogram was made by injecting 5 cc. 
of a new solution containing bismuth. This solu- 
tion had been used in six previous cases without 
ill effects. The pyelogram was reported negative. 
The cystoscopic urine showed several pus cells 
from the left kidney. The patient had no reaction 
until about four hours later when he returned to 
the clinic complaining of severe pain in the left 
kidney area with nausea and vomiting. He was 
given a sedative prescription and advised to re- 
main in bed and drink lots of water. He was not 
seen again until five days later when he returned 
to the clinic stating that he had urinated about 
a pint of urine the day the pyelogram had been 
made but since that time he had passed only a few 
drops of blood. He complained of weakness and 


vomiting. Catheterization yielded no urine. He 
was admitted to the hospital. The physical ex- 
amination upon admission showed some edema of 
the eyelids and face, carious teeth, markedly in- 
flamed throat, cervical adenitis and generalized 
abdominal soreness. The renal areas were not 
tender to pressure and the kidneys could not be 
palpated. The blood pressure was systolic 150, 
diastolic 90; pulse 84, temperature 98.6° F. He 
vomited several times and received infusions of 
glucose and saline. That night he urinated 5 cc. 
of pure blood. On the second day he urinated 
30 ec. of pure blood. His blood chemistry showed 
N.P.N. 200, creatinine 6, uric acid 11, dextrose 117, 
chlorides 275 and COe 20.8. Dr. Lemann, called 
in consultation, found a feted breath, blue line on 
the gums, leukoplakia, moderate edema of face. 
moderate ascites, perfect orientation, clear men- 
tality, and expressed the opinion that it was a 
case of heavy metal poisoning. The patient con- 
tinued to urinate blood, and continued to vomit. 
The total non-protein nitrogen rose to 240 mg. 
The hemoglobin was 90 per cent, leukocytes 13,000 
with a normal differential count and no stippling 
of the red cells. A radiogram of the urinary tract 
showed no further opaque material present, but 
the kidneys were said to be enlarged, especially 
the left. He continued to void bloody urine in 
small quantities. Pulmonary edema developed on 
the fourth day, pulse became irregular and blood 
pressure rose to systolic 175, diastolic 100. On 
the fourth day his temperature rose to 101° F. 
On the fifth day his leukocytic count rose to 
31,000 with 99 neutrophils, though he seemed 
some better. On the sixth day the non-protein ni- 
trogen was 320 mg., dextrose 166, chlorides 275. 
That night he died unexpectedly, apparently of 
cardiac failure. An inquiry addressed to the drug 
company manufacturing the opaque media supplied 
the information that the solution contained 6.6 per 
cent potassium bismuth tartrate. The lethal dose 
was given as 200 mg. per kilo body weight in rats. 
This patient had received 325 mg. or 4 mg. per 
kilo body weight. This solution had been used for 
cystograms in dogs and humans in the Mayo Clinic 
with satisfactory results. 

Dr. John Lanford then presented the autopsy 
findings in the case. The heart was dilated, 
especially the right side. There were edema of 
the lungs, lobular pneumonia and an enlarged con- 
gested liver. The spleen was congested. The 
kidneys showed a glomerulo-nephritis grossly. The 
pancreas was hard and fibrous. The mucous mem- 
brane of the stomach was injected. The ileum 
showed irregular patches of congestion, with 
blood. The cecum and ascending colon showed 
congestion, ulceration and degeneration. The de- 
scending colon was injected. Histological exam- 
ination showed hemorrhages under the capsules of 
the pelves and the kidneys. There was no blood 
in the tubules and little changes in the glomeruli, 
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mostly in the collecting tubules. There was some 
evidence of foreign matter present. 

Dr. Reed stated that only 5 cc. of the solution 
had been used, without pressure. He did not 
understand how the pyelogram could have been 
responsible for the fatality. The drug probably 
stayed in the pelvis not longer than two minutes. 
He offered the suggestion that perhaps the acute 
throat condition found in the initial examin- 
ation was responsible for a severe toxemia 
which had produced the fatal nephritis. He re- 
called seeing five such cases of acute nephritis 
recently, apparently due to a severe streptococcal 
sore throat. He stated that 5 or 6 other cases had 
received the same drug, and in one case a bilateral 
pyelogram had been made. All these were with- 
out any ill effects. 

Dr. I. I. Lemann discussed the case, saying that 
he had thought the condition an instance of heavy 
metal poisoning because of the blue line on the 
gums and the anuria. On the other hand, the 
amount of heavy metal used was a very small 
amount and in a state not usually toxic, so that 
it was difficult to believe it responsible. He 
thought the post mortem findings in keeping with 
those of heavy metal poisoning. Certainly there 
was evidence of an acute nephritis due to a ful- 
minating toxemia, hardly evidence of any bacterial 
involvement. The lobular pneumonia had been a 
terminal condition. 


Dr. Simon suggested the possibility of an acute 
food poisoning and said that he did not think the 
pyelogram responsible. 

Dr. Lanford mentioned the possibility of diph- 
theria. Certainly there was evidence of an acute 
peculiar toxic process which he could not identify 
further. Examinations of the intestines had 
failed to show any bismuth present. 


Dr. J. Cohen raised the question as to what 
could have happened to the patient during the 
four days at home, not under observation. 

Dr. Urban Maes reported a case operated for 
a marginal ulcer two months previously, upon 
whom a posterior gastro-enterostomy had been 
done 22 years before at the age of 2 weeks for 
congenital pyloric stenosis. The pylorus was found 
to be perfectly normal and patent. The gastro- 
enterostomy was eliminated and a jejunostomy 
done. The patient had gained 22 Ibs. since 
operation. 

Dr. Lanford rose to compliment the program 
committee upon the excellent meetings furnished 
during the year. 

The Staff then adjourned for a three months 
vacation. 

Following the meeting refreshments were served 
and enjoyed. 

Willard R. Wirth, M. D. 


HOTEL DIEU STAFF MEETING. 

The meeting of the Hotel Dieu Staff was held 
on Monday, May 16, 1932, at 8 p. m. 

Dr. Lucien A. LeDoux presented a case report 
demonstrating the Gynecological Aspect of Symp- 
tomatic Epilepsy. This was discussed by Drs. R. 
Unsworth, M. Couret, J. E. Landry and G. C. 
Anderson. 

Dr. Unsworth: “Apparently there is a definite 
relationship between pelvic pathology and central 
nervous system syndromes. This appears often 
with ovarian dysfunction; certain uterine condi- 
tions also influence the psychotic female. The 
etiology of convulsive seizures is uncertain. A 
detailed study of each case is desirable.” 

Answering Dr. Couret’s question as to the differ- 
ential points between early epilepsy and hysteria: 
The epileptic loses consciousness, whereas the 
hysteric feigns unconsciousness and the convulsive 
movements are usually purposeful. 

Dr. Landry mentioned a case of double pyosal- 
pinx, where a bilateral salpingectomy was followed 
by epileptic seizures. Treatment by giving large 
doses of bromide and much ovarian and thyroid 
extract failed to produce the desired results. 

Dr. Anderson: ‘This case illustrates the modern 
trend in connection with epilepsies. In all prob- 
ability the spasmodic state is a syndrome rather 
than an entity, and it is the hope of those inter- 
ested in this line of work that eventually the 
term “idiopathic epilepsy’ may be dropped from 
medical nomenclature.” 

Dr. Frank Chalaron presented a case report of 
Infantilism and Double Hydroureter and Hydrone- 
phrosis: A white male aged 28 years, married, 
referred with diagnosis of severe cystitis and 
neurosyphilis. 

History: Two months previously he had vague 
pains throughout the body with some urinary 
difficulty. Following a one plus blood Wasser- 
mann, diagnosis of cerebro-spinal lues was made. 
He was given three doses of neosalvarsan at 
weekly intervals and a preparation of mercury by 
mouth. After the third dose of neosalvarsan he 
suddenly went into a coma which lasted two days; 
he also developed ptyalism. It was claimed then 
that he had a paralysis of the bladder. 

Physical Examination: Shape of body, arms 
and face markedly feminine in type; genitals in- 
fantile; both testicles undeveloped; pubic hair 
scant; voice high pitched and juvenile; severe pyor- 
rhea; teeth are bad and some show abscesses of 
the roots; all reflexes normal. Cystoscopy: Urethra 
admits a No. 18 Fr. cystoscope with difficulty; 
bladder small with highly inflamed mucosa and 
contains foul, bloody urine. Ureteral openings of 
golf hole type; both ureters catheterized; right 
urine showed pus, albumin, B. coli; left urine 
blood, pus, albumin 2 per cent, B. coli. Blood 
Wassermann negative. Spinal fluid Wassermann 
negative up to 2 c.c., cell count 6, globulin nega- 
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tive, colloidal gold negative. Later a cystogram 
showed a conical bladder, hydroureters, hydrone- 
phrosis. A second plate, taken 15 minutes after 
removal of pyelographic medium by catheter, 
showed retention in left kidney pelvis. This case 
was reported to emphasize the danger of adminis- 
tering arsenicals on an insufficient diagnosis. 

Dr. R. L. Gordon: Three points of this case 
seem very clear to me. First, the man probably 
never had syphilis—a one-plus Wassermann is 
never conclusive. Second, three doses of neosal- 
varsan with apparently no urinary examination 
caused the so-called paralysis of the bladder, 
which was nothing but acute nephritis; he failed 
to urinate because the bladder contained no urine. 
Third, as to infantilism: He has a stricture of 
the urethra of long standing; Dr. Chalaron states 
that the size of the channel was a No. 18 Fr.; this 
is analagous to a stricture of that caliber. At 
first there was compensory action on the bladder 
muscles; as years passed the muscles could get no 
stronger, which caused atony of the bladder. The 
next step, of course, was hydroureter and hydrone- 
phrosis. 

Dr. P. L. Thibaut read a paper entitled “Podalic 
Version.” 

“The recent visit of Dr. I. W. Potter, who cham- 
pions this method of delivery, leads me to promote 
this discussion. 

“In exploring the uterine cavity, we cannot ex- 
pect the same degree of asepsis as in abdominal 
surgery because of the necessary primary invasion 
of the vagina. However, the pelvis is peculiarly 
well equipped to resist infection; besides, in the 
parturient woman, the work is done in the amniotic 
cavity. In thirty years of performing podalic ver- 
sions not once have I had cause to regret it. I 
do not recommend the procedure indiscriminately ; 
but, when indicated, it has often been the means 
of avoiding abdominal sections. 

“Version is indicated in cases of: (a) Failure 
of the fetus to engage—the other alternative 
being the undesirable high forceps; (b) transverse 
presentations of every character; (c) occipito- 
posterior presentations except when the fetus is 
small and the pelvis roomy; (d) occipital presen- 
tations where internal rotation and extension have 
not occurred and the application of forceps would 
be difficult. (In these cases it is indicated only 
when the presenting part can be pushed back 
above the pelvic brim without difficulty.) 

“‘Potter’s technic is best, in my opinion; particu- 
larly the bringing of both feet together. I never 
attempt to cross the arms of the fetus on the 
chest before turning, my experience being that de- 
livery of the anterior shoulder as soon as the lower 
angle of the scapula has passed the vulvae will 
save any possibility of extending the arms above 
the head. Detaching the sac high before punc- 
turing the membrane, with the idea of preserving 


as much amniotic fluid as possible, is dangerous 
because of the risk of detaching a low-implanted 
placenta and causing hemorrhage. Unless the 
child is small, it is better to deliver the head with 
forceps. Version should not be performed without 
full dilitation of the os, surgical anesthesia, and 
catheterization. 

“Modern civilization tends to the development of 
the mental rather than the physical; this will re- 
sult in greater difficulties in the mechanism of 
labor as times goes on. The lowering of our 
mortality rate in obstetrics depends on the future 
conduct of our medical schools in properly fitting 
their graduates to meet the difficulties they will 
encounter.” 

This paper was discussed by Drs. J. E. Landry 
and L. A. LeDoux, who agreed on the excellence 
of Potter’s technic, and the advisability of perform- 
ing this operation in well defined cases rather than 
reserving it for a “Do or Die” procedure. 

Dr. R. S. Unsworth stated he believes many 
feeble-minded problems ‘may be laid to the obstetri- 
cian. The unusual trauma caused by improper 
application of forceps may produce severe cerebral 
hemorrhage, and should be avoided not only for 
its immediate effects, but for the sake of the 
central nervous system. 

Executive Session followed, after which the 
meeting adjourned. 

KING’S DAUGHTERS’ HOSPITAL STAFF 

MEETING. 
Greenville, Miss. 

The regular meeting of the staff of the King’s 
Daughters’ Hospital was held at 7 p. m., June 8, 
1932. Supper was served, immediately followed by 
the regular program. ; 

The meeting was opened by the chairman of 
the staff, Dr. John Archer, and the following mem- 
bers were present: Drs. White, Dickens, Paul 
Gamble, Beals, Davis, Lewis, Lucas, Archer, 
Wilson, Hugh Gamble, Pegues, Shackelford, 
Acree, Payne, Montgomery, Eubanks, Thompson, 
and Beck of Greenville, and Dr. J. F. Simmons 
of Skene, and Dr. C. W. Patterson of Rosedale. 

After reading .of the minutes of the previous 
meeting, the activities of the hospital for May 
were taken up and discussed. 

Beginning with this month’s report, the hos- 
pital’s admissions, diagnoses and routine reports 
were given on the new form suggested by the 
American College of Surgeons, and in the opinion 
of those present was an improvement over the old 
manner of reporting hospital activities. Other 
routine business was taken up and disposed of. 

The president reported that Dr. Poore, inspector 
for the American College of Surgeons, had made 
his yearly inspection of the King’s Daughters’ 
Hospital, and again gave our hospital a Class A 
rating, since we fulfil all requirements. He had 
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suggestions to make of a minor nature, one of 
which was the substituting of the American Col- 
lege of Surgeons’ form for our method of reporting 
the hospital’s activities. 

A case report was given by Dr. J. A. Beals on 
“Erythroblastic Anemia,” illustrated by roent- 
genograms and charts of numerous blood counts, 
the range of temperature, hemoglobin, and weight 
curves. This paper was discussed by Drs. Wilson, 
White and Patterson, the discussion being closed 
by Dr. Beals. 

A paper was given by Dr. A. G. Payne on 
“Appendicitis with Operative Technic and Com- 
plications.” This paper was discussed by Drs. 
Hugh Gamble, Hirsch and White, the discussion 
being closed by Dr. Payne. 

The health report for the month of May in 
Washington County was read by Dr. Shackelford, 
Washington County’s health officer, after which it 
was decided this was to be a feature of our monthly 
meetings. 

Adjournment. 

Appendicitis—Dr. A. G. Payne. 

Case History—Patient: a well isthin white 
man, aged 32 years, single, saw-mill laborer, ad- 
mitted to hospital April 15, 1932. 

Present Complaint: Severe pain in abdomen 
around umbilicus and in left lower quadrant, 
fever, nausea and vomiting of three days duration. 
Past History: On April 19, 1931, was taken with 
severe pain in pit of stomach and on left side, 
high up. Was taken to hospital but continued to 
grow worse. On April 20, was operated upon, 
wound draining for 93 days; remained in hospital 
for 55 days. Had similar attacks ever since. 
Last January was in bed with one for ten days 
and has had lighter attacks since. At time of an 
attack would take large doses of purgatives to 
keep going. Has had some pain at all time. 
Examination: First seen by Dr. Eubanks on 
April 13, 1932, with severe pain in abdomen, 
chiefly in left lower quadrant, chills, fever, nausea 
and vomiting. Had had ten large loose stools in 
period of two hours on the day previous. Abdomen 
tender, rigid; was unable to palpate. There was 
large smooth scar over McBurney’s point. In view 
of previous history a diagnosis of intestinal 
obstruction was made. Patient refused operation. 
Was seen again on April 15, suffering with same 
symptoms, and sent to hospital for operation. 
Laboratory findings on admission: Leukocytes, 
14,500; neutrophils, 80; small lymphocytes, 16; 
large lymphocytes, 4; hemoglobin, 80; R. B. C., 
4,500,000. Urine: acid, albumin 1-plus, many 
granular casts, otherwise negative. 

Operation—Right rectus incision was made 
under spinal anesthesia at 8:30 P. M. Free pus 
was found in abdominal cavity, omentum wrapped 
around small bowel, omental bands around large 
bowel. Ascending colon attached to ileum, many 
adhesions on right side. All tissues very friable; 


large, dark red ruptured appendix. Omental bands 
loosened, intestines separated from adhesions, 
appendix removed, stab drain on right side. 
Progress: Uneventful, remaining in hospital for 
20 days. 

Discussion: This case history should call to our 
attention a very important fact; that is, that in 
this country we are experiencing too great a 
morbidity and mortality rate in appendicitis. 
Purgation and delay in making an examination 
are the greatest factors causing this high rate of 
mortality. Ill advised operations at a time not 
safe for the patient and too many operations 
being done without the surgical skill and judgment 
being used that would enable a very sick patient 
to survive the operation are also important 
factors. Again, there is not always used the 
simple technic which would be for the best interest 
of the patient. The simple matter of the proper 
incision may mean so much in the welfare of the 
patient. We should be guided in this respect by 
the symptoms presented and the external findings 
of the abdomen as to whether it is best to make a 
mid-line, right rectus or McBurney’s incision. A 
great deal, too, depends upon the simplest way 
of handling the appendix. In all types of ap- 
pendices and their removal, in my opinion, the 
simple ligation of the meso-colon, tying off of the 
appendix, cutting away the appendix, cauterizing 
the stump with carbolic acid and dropping it with- 
out any further manipulation gives by far the 
best prospects for the patient in so far as adhe- 
sions and sloughing of the head of the cecum are 
concerned. These latter, I think, are often caused 
by the purse string and invagination, and that 
there is often an infection from leakage through 
perforation of the cecum caused by the purse 
string suture. 

There are too many drains used following all 
abdominal operations, and most especially do I 
think that drainage leads to intestinal obstruc- 
tion. However, where there is frank pus in the 
peritoneal cavity or where there is an idea that 
the colon bacillus has escaped into the peritoneal 
cavity, drainage is absolutely essential to the re- 
covery of the patient. Whenever practical, a stab 
wound in the flank is the safest procedure for 
drainage. Appendicitis is a medical problem and 
when properly worked out must be done by col- 
laboration of the laboratory man, the internist 
and the surgeon; otherwise, there will be danger 
that sometimes an operation will be undertaken 
too early and at another time too late. The one- 
sided point of view in such conditions on the part 
of either a surgeon too eager to operate or an 
internist who may believe that he can render aid 
with medicaments or by physical agents may be 
equally harmful. The internist and surgeon must 
work hand in hand on the border line case and 
apply all means of modern biology to find the 
most favorable moment for intervention if needed. 
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We assume that a large per cent of acute abdom- 
inal conditions are due to appendicitis. The laity 
is wise to this prevalent condition yet it still gives 
purgation. Physicians are too prone to give a 
hypodermic of morphine which masks the symptoms 
usually beyond the six hour time limit when the 
medical man should know the cause of acute 
abdominal pain. We should awaken to the fact 
that the United States has the largest death rate 
from this condition of any country in the world 
and that laxatives and delay are the prime 
factors in this death rate. 

Erythroblastic Anemia.—Dr. J. A. Beck. 

Erythroblastic anemia in children was discussed 
and compared with two others related forms of 
hemolytic anemia occurring in children, i. e., the 
so-called sickle cell anemia, and congenital hemo- 
lytic icterus. 

Clinical laboratory records and roentgen ray 
films were presented of a typical case of erythro- 
blastic anemia occurring in an Italian girl who 
was observed from the age of four months to her 
death, March, 1932, having lived 5% years. 
During her life time she had 27 hospital admis- 
sions, and at least 35 blood transfusions. She 
suffered many intercurrent acute diseases. Splen- 
ectomy was performed at the age of 1 year and 
9 months, with but transient benefit to her anemia. 
Normoblasts were always present in the blood 
smears, reaching 135,000 per cu. mm. of blood 
about two years after spenectomy. Early in her 
disease the hemoglobin was about 50 per cent, 
reaching 30 per cent or less before her death. 
The red cells numbered 4,000,000 to 1,500,000. 
The average of many total white cell counts was 
33,000 per cu. mm., usually with a relative 
lymphocytosis. Abnormal leukocytes were never 
prevalent. The child’s temperature was nearly 
always above normal. Transfusions improved the 
blood picture to some degree and brought on 
prompt, striking improvement in her clinical con- 
dition, but improvement lasted only a few days. 
A picture of the girl made a few weeks before 
death, shows the prominent abdomen, due at that 
time, in part, to ascites, and the Mongolian ap- 
pearance of the face characteristic of the disease. 
Roentgenograms were shown of the skull and hand 
bones. These were made late in the course of her 
disease. The great thickness of the bones of the 
vault, with perpendicular striations, and the 
peculiar widening of marrow spaces in the long 
bones are a striking portrayal of the hyper- 
trophied and finally exhausted hemopoetic marrow, 
roentgen ray findings not encountered except in 
the hemolytic anemias of children. 


MISSISSIPPI BAPTIST HOSPITAL OF 
JACKSON, MISS. 
The staff of the hospital met in the dining room 
of the hospital for dinner at 6:30 o’clock on 
June 7, with a large attendance. During the 


meal, Miss Lackey made a very interesting talk 
to the staff and expressed her appreciation to the 
members for the kind trip which she was aided 
by them in taking. 

The President, Dr. Garrison, called the meeting 
to order, after a short talk by the superintendent 
on his trip to St. Petersburg. The minutes were 
read and approved as read. 

Dr. Van Dyke Hagaman then reported two 
cases: 

Case. 1. White female, was sent to the hos- 
pital about seven months pregnant. She was 
having pains and uterine contractions and in a 
short while was delivered of a seven months’ dead 
fetus through the rectum. This patient then made 
an uneventful recovery with no incontinence of 
feces or any further trouble with the rectum. 

Case 2. This case was of a white female whose 
history dates back three years when she suffered 
with nausea and vomiting, amenorrhea and the 
usual signs of pregnancy. This did not seem to 
materialize and the patient then took for granted 
after so long a time that she was not pregnant, 
though she did not menstruate any more till about 
six months previous to her admission when she 
started, accompanied by some pain and backache. 
She came to the hospital with a diagnosis of fibroid 
uterus. At the operation she was found to have a 
mass on the right side which was bound down to 
the ovary, tube, and uterus, and this was removed 
en toto and contained a dead fetus which was 
shown at this time. 

Discussion by Dr. Harris was brief. 

Drs. Ainsworth and Van Alstine presented the 
resectoscope. The history of the development of 
this instrument tthrough Young, Calk, Davis, 
to the present instrument which uses a radio 
cautery circuit, which cuts as well as coagulates, 
was brought out. The present instrument was 
one which was designed by Dr. Carthy. The 
mortality in the series quoted has been very low 
and two cases on which the resectoscope was used 
were discussed. Both were doing unusually well. 
Dr. Shands led the discussion and believes that 
this does best on the cases which are the hardest 
to do surgically and seemingly ideal on the cases 
which are the hardest to do surgically and seem- 
ingly ideal on the cases in which there is retrac- 
tion of the bladder neck. Dr. Van Alstine thinks 
that in the best hands that the ratio for the use 
of the instrument is about sixteen cases for its 
use against one on which it is not best to use 
the instrument. 

Dr. Garrison presented a case report: 

White male, aged 13 years, from the Baptist 
Orphanage, who came into the hospital with a 
hemorrhage from the lungs, temperature 104°F., 
rales and consolidation over right chest and with 
roentgen-ray findings indicating pneumonia. His- 
tory revealed that he had swallowed a piece of 
grass commonly called cattail, crow’s feet, or o’pos- 
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sum grass. The picture did not fit exactly a 
definite lobar pneumonia. The patient made an 
uneventful recovery and was sent back to the or- 
phanage to return in three weeks with the same 
occurrence. He seems to be clear of all signs and 
findings of tuberculosis and is much improved now 
though the lung still shows some evidence of con- 
solidation in a small area. 

Dr. Harris discussed the case and mentioned one 
of another physician’s who swallowed this piece 
of grass he thought but had insufflated it instead 
and in the course of time an abscess developed 
under the scapula on the left side and on opening 
the same this piece of grass was removed in one 
piece. The patient made an uneventful recovery. 

Dr. Dobson also thought that this case was a 
foreign body in the bronchus. 

A motion was offered and passed that the July 
meeting be held in the staff room of the hospital 
at seven o’clock with no dinner served and that 
the August meeting be dispensed with entirely. 

Dr. Shands discussed a case of acute intestinal 
obstruction caused by an indirect hernia, and 
mentioned the fact that the mortality for the 
same is still what it was years ago. 

Dr. Harris discussed a case of foreign body in 
the bronchus, cotton seed. Patient died of pneu- 
monia as these vegetable foreign bodies usually 
cause pneumonia and death. 

The Executive Committee consisting of Drs. 
Dobson, Harris, Shands and ex-officio, the Presi- 
dent and Secretary, was elected. A program com- 
mittee consisting of Drs. Hand and Wilson with 
the Secretary, were also elected at this time. 

Dr. Harvey D. Garrison, Jr., was proposed for 
membership and referred to the membership com- 
mittee which remains a secret committee appoint- 
ed by the president. 

The meeting was adjourned until July 4 at 7 
o’clock. 

Lawrence W. Long, 
Secretary. 


VICKSBURG SANITARIUM 
Vicksburg, Mississippi 

The regular monthly meeting of the staff of the 
Vicksburg Sanitarium was held on June 10, with 
ten members of the staff and two guests present. 

After the transaction of the business of the staff 
and the reports from the records department and 
analysis of the work of the hospital, special case 
reports were made as follows: 

1. Fracture of the Femur with Coincident Sup- 
purative Cholecystitis and Abscess of Suprarenal 
Gland.—Dr. A. Street. 

2. Coronary Thrombosis with Associated Dia- 
betes.—Drs. L. J. Clark and L. S. Lippincott. 

3. Tetanus with Recovery.—Dr. G. C. Jarratt. 

Drs. D. P. Street and J. A. K. Birchett, Jr., re- 
ported on a recent visit to the Mayo Clinic. 


Selected radiographic studies were shown as fol- 
lows: Pulmonary tuberculosis; salivary calculi; 
pyloric obstruction; carcinoma of the stomach; in- 
jected fistula. 

Three minute reports of the literature of the 
month were made as follows: 

Dr. L. J. Clark—Classification and Differential 
Diagnosis of Anemias; Rheumatic Heart Disease 
in Children; Raynaud’s Disease. 

Dr. J. A. K. Birchett, Jr.—Chorionepithelioma. 

Dr. G. M. Street—Uterine Curettage. 

Dr. A. Street—Intestinal Obstruction. 

Dr. L. S. Lippincott—Recent Developments in 
the Experimental Study of the Kidney. 

The appointment of Dr. J. A. K. Birchett, Jr., 
as chief anesthetist of the sanitarium was an- 
nounced, 

The meeting closed with a lunch. The next meet- 
ing of the staff will be held at the hospital Monday, 
July 11. 

Abstract: Tetanus with Recovery.—Dr. G. C. 
Jarratt. 

Patient: Colored male, aged 7 years, admitted 
to hospital April 7, 1932. 

Chief Complaint: “Spells,” lock-jaw, pain in 
hip. Present IlIness: Sister states that 10 days 
ago child stuck a stick in left foot at base of 
second toe; that she pulled it out from a depth of 
one inch; no bleeding. Wound closed when stick 
was removed; no medication. Three days later 
child began to complain of pain in left hip and 
limped about but was not in bed; no fever. No 
swelling of nodes or glands, no swelling around 
hip. Few days later began to have chronic con- 
tractures and at times would draw head back. All 
muscles would stiffen, especially abdominal and 
arms and child would cry out with pain in chest 
under sternum. Had six to eight of these seizures 
in 24 hours and in past 24 hours more frequent. 
Noted stiffness of jaw last night for first time and 
hasn’t been able to open mouth since. No medicine 
or strychnine had been given. Past History: No 
contagion; no illness of consequence. No toxoid 
or vaccination. No rheumatism. Physical Exam- 
ination: Well developed and nourished colored 
boy, conscious; every few minutes would scream 
and go into state of generalized convulsions or 
contractures with head thrown back and jaws tight 
with teeth grating. Could not open mouth enough 
to admit tongue depressor; no pain over man- 
dible. Chvostek’s sign negative. Marked stiff- 
ness of neck. Respiration 40 per minute; a 
to-and-fro murmur at base of heart, simulating 
a pericardial friction rub. Abdominal muscles 
board-like; impossible to palpate viscera. Phi- 
mosis. No pain in extremities; no limitation 
of motion or pain on motion; a lead pipe rigidity 
of all extremities. There was a healing stab 
wound of left foot at base of second toe, also an 
older wound at base of great toe in right foot. 
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Central nervous system showed knee jerks in- 
creased; no ankle clonus; stiffness of neck marked; 
trismus of jaws; Babinski and Brudsinski nega- 
tive. Generalized rigidity of all muscles of body, 
including abdominal. Blood: Hemoglobin 82 per 
cent; erythrocytes 5,050,000; leukocytes 10,100; 
differential leukocyte count: small lymphocytes 
21; large lymphocytes 3; small monocytes 3; poly- 
morph neutrophiles 73. No malaria found. Wass- 
ermann, Kline and Young, and Kahn tests nega- 
tive. Spinal puncture gave clear fluid without in- 
creased pressure. Spinal fluid: cell count 35; dif- 
ferential count, small mononuclears 100; globulin 
not increased; colloidal gold reaction negative; 
Wassermann, Kline and Young, and Kahn tests 
negative. Course and Treatment: April 7, 1932; 
Gave 15,000 units tetanus antitoxin intraspinally; 
5,000 units intravenously in 10 cc. of 5 per cent 
glucose; 10,000 units intramuscularly. April 8, 
11 a. m.: Child more spastic with stiffness of 
neck and spasticity of abdominal muscles. Could 
raise from bed with hand at back of neck. Spinal 
puncture with clear fluid under no increased pres- 
sure. Gave 10,000 units tetanus antitoxin intra- 
spinally. 7 p. m.: Gave 300 cc. of 5 per cent glu- 
cose intravenously and 10,000 units of tetanus anti- 
toxin intramuscularly. April 9: Gave 400 cc. of 
5 per cent glucose intravenously. Child in semi- 
comatose condition and has attacks of chronic 
contractures of all muscles of body and cries out 
with pain. April 10: Gave 10,000 units of tetanus 
antitoxin intraspinally; also 10,000 units intra- 
muscularly. April 11: Child responding somewhat 
but still has many seizures of clonic contractures 
of all muscles, less severe and less frequent than 
two or three days ago. Gave 10,000 units of te- 
tanus antitoxin intramuscularly. April 12: There 
is still marked trismus; generalized rigidity of 
muscles with lead-pipe resistance; mild attacks of 
clonic contractures with pain; still in semi-coma- 
tose condition. April 18: Trismus much less and 
eats; no clonic contractures; rigidity of all muscles 
less, especially of neck. Conscious and talks ra- 
tionally. April 22: Child up in wheel chair; no 
rigidity of muscles; no stiffness of neck; no tris- 
mus; eating well. April 23: Discharged cured. 
Final diagnosis: Tetanus. 

Summary: A child 7 years of age with active 
tetanus; onset three days after initial lesion; onset 
of trismus 18 hours prior to admission. Treated 
with tetanus antitoxin; 5,000 units intravenously, 
40,000 units intramuscularly, and 35,000 units in- 
traspinally a total of 80,000 units. The only other 
treatment was symptomatic with large doses of 
luminal frequently to control clonic convulsions. 


CHARITY HOSPITAL MEDICAL STAFF 
MEETING. 
On June 21, 1932, at 8:00 p. m., the regular 
monthly meeting of the Medical Staff of Charity 


Hospital was held with Dr. Wallace Durel pre 
siding. 

Dr. N. Thiberge spoke briefly of two cases of 
allergy, one of asthma and the other of pruritus, 
in which he had used gynergen with very good 
results after adrenalin had failed to be of any 
aid. He suggested the possibility of this drug, 
which is a preparation of the active principle of 
ergot, being of further value in allergic conditions. 

A new roentgen ray view box installed in the 
meeting room, and designed by himself, was dem- 
onstrated by Dr. Amedee Granger. The box is 
large enough for four plates, contains four 250- 
watt lamps and a blue filter behind the glass. It 
produces an evenly diffused light and permits of 
demonstration of roentgenograms without the 
other lights in the room being turned off. A 
series of interesting plates were then shown and 
discussed by Dr. Granger, clearly demonstrating 
the advantages of the new installation. 

The first radiogram was that of a foreign body 
in the left lung. The entire left lung was opaque 
and the mediastinal structures had been shifted. 
Following the reading of this plate a broncho- 
scopic examination had been done and a plug of 
mucus removed from the left bronchus. A few 
days later a second roentgenogram showed the 
lung fields absolutely clear. 

The next plate shown had been made on a 
patient with the provisional diagnosis of empy- 
ema. Roentgen ray diagnosis was embolism of 
the lung. The costo-phrenic and cardio-phrenic 
angles were normal; there were two abnormal 
densities in the parnechyma and the right dia- 
phragm was elevated. 

In another case with a tentative diagnosis of 
infantile or hilar tuberculosis in a young adult, 
the roentgenogram showed marked hilar lung 
reaction. Following rest in bed for 10 days a 
second roentgenogram showed the lung fields ab- 
solutely clear, thus making a diagnosis of a low 
grade grippal pneumonia. In contrast to this 
presentation a radiogram of a case of typical 
hilar tuberculosis in a young adult was shown. 
This plate showed peribronchial and pre-hilar in- 
filtration, vescicular involvement and Dunham’s 
fan. 

Three roentgenograms of three different cases 
were shown demonstrating the difficulty of mak- 
ing a clinical diagnosis of tuberculosis. The first 
case had a history of slight expectoration of rusty 
sputum and a brassy cough. The sputum had 
been negative for acid fast bacilli. The plate of 
the case showed irregular proliferation from the 
mediastinum on both sides with wooly margins, 
and a diagnosis of hilar malignancy had been 
made. The second case shown was similar to 


the first except the pathology shown in the radio- 
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gram was not so extensive. 

The third roentgenogram presented similar 
findings except for the additional evidence of 
consolidation of the right upper lobe, either an 
exudative or a proliferative lesion. All three of 
these cases of pulmonary malignancy had clinical 
evidence of intrathoracic distress. 

An unusual roentgenogram of a large aneurism 
of the left ventricle was then shown. Dr. Huli 
presented the clinical aspects of this case, which 
had been under his observation, and discussed 
ventricular aneurisms. He stated that such aneur- 
isms are almost due to previous myocardial in- 
farction. 

Another view of a large dissecting aneurism 
involving the arch and descending aorta, was said 
by Dr. Granger to be the largest he had ever seen. 

Views of a case of extensive gastric malignancy 
with retro-peritoneal involvement, a case of con- 
genital lues with widespread bone involvement, 
and two cases of congenital absence of the pubic 
bone completed the interesting and instructive 
demonstration of Dr. Granger. 

Dr. John Musser then presented three protract- 
ed cases of thyroid dysfunction, and discussea 
their clinical courses. The first case shown was 
a 20-year-old white female with a palpable goiter, 
tachycardia, tremor and nervousness. Her ba- 
metabolic rate was plus 60 and there was an 
elevation of the blood pressure. . This patient 
had formerly been treated for tuberculosis and 
was now considered well. The point of discussion 
was the difficulty in the differentiation of tuber- 
culosis and hyperthyroidism. 

The next case, a white female, aged 41 years. 
had a small nodular goiter, but in contrast t: 
the first patient shown was calm, placid, a~ 
peaceful. She had, however, lost 40 pounds in 
the previous two months and there was a definite 
tachycardia. Her basal metabolic rate was plus 69. 

In contrast to the first two cases, the third case 
shown was one of typical hypothyroidism with a 
basal metabolic rate of minus 29. This individual 
had a typical red tongue and pellagrous lesions 
on the hands and feet. As the pellagra improved 
under therapy the thyroid symptoms had also 
improved. 

The first case was discussed by Dr. Wallace 
Durel who had been the patient when she had 
active pulmonary tuberculosis, minimal B. No 


acid fast bacilli had been found in her sputum. 
There were no thyroid symptoms at that time. 
The injection of one millionth of a milligram of 
tuberculin had caused her to have an elevation 
of temperature to 101° F, at that time. In addi- 
tion the characteristic blood findings were noted. 
After treatment the injection of 10 milligrams of 
tuberculin produced no reaction and the patient 
had been discharged as apparently cured. Dr. 
Durel suggested the use of tuberculin in the dif- 
ferentiation between hyperthyroidism and tuber- 
culosis. 

Dr. Giles questioned a basal metabolic rate as 
high as plus 69 in an individual as well nourished 
as the one shown. He stated that in 5,000 cases 
he had never seen a rate so high in such a well 
nourished individual. In replying to Dr. Giles, 
Dr. Musser stated that he had expected an even 
higher rate in that individaul. 

Dr. Julian Barton presented a white male, aged 
30 years, who had a history of fever, weakness 
and indisposition for one year. In addition he 
had pain in the right shoulder radiating up to 
the neck. Physical examination showed a coatea 
tongue, epigastric tenderness and diminished ex- 
cursion of the right diaphragm. There was n. 
evidence of enlarged liver clinically. A tentativ 
diagnosis of liver abscess had been made which 
had been definitely substantiated by the roent- 
genogram. Dr. Granger showed the roentgeno- 
gram of this case with the further explanation 
that an elevated diaphragm does not always mean 
liver pathology. In some instances such an ab- 
normality may be due to phrenic nerve injury. 
The differentiation of the two conditions lies in 
the fact that in liver abscess there is a bulging 
of some portion of the diaphragm, while in phrenic 
nerve injury the entire diaphragm is elevated. 

The Secretary read several diagnoses of cases 
in which the autopsy findings had not agreea 
with the clinical interpretation of the case. 

On a motion by Dr. Oscar Bethea the bi- 
monthly luncheons were discontinued for the next 
year, to be replaced by the regular scientific ses- 
sions. 

There being no further business the meeting 
adjourned for the summer vacation. 

This report was prepared from the notes ot 
the meeting kindly taken by Dr. Maurice Sullivan. 

Willard R. Wirth, M. D. 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


During the month of June besides the regular 
meeting of the Board of Directors, the Society 
held one regular scientific meeting, and one joint 
clinical meeting with the Charity Hospital Staff. 

At the scientific meeting held June 13 papers 
were read and discussed as follows: 

Some Observations on the Inaugural Symptoms 
of Hypertension. By Dr. Sidney M. Copland. 

Discussed by Drs. Randolph Lyons, Allan Eustis, 
I. L. Robbins, J. H. Musser, I. I. Lemann and 
closed by Dr. Copland. 

Modern Conceptions of Diagnosis of Oral Path- 
ology. By Dr. Sidney L. Tiblier. 

Discussed by Drs. Homer Dupuy, J. P. Wahl, 
F. M. Johns, W. A. Lurie, Randolph Lyons, Man- 
nie Mallowitz, L. C. Chamberlain and closed by 
Dr. Tiblier. 

Radiation Therapy of Toxic Goiter. 
Leon J. Menville. 

Discussed by Drs. Lucien A. Fortier, H. R. 
Mahorner, Frank Loria, M. T. Van Studdiford and 
closed by Dr. Menville. 

At the joint clinical meeting held June 27 in 
the Miles Amphitheatre, Charity Hospital, inter- 
esting cases were presented and discussed. 


By Dr. 


It was with deep regret that we learned of the 
death of Dr. Lanford’s mother. Our sincerest 
sympathy is extended to him and his family. 


Miss Marshall, our Assistant Librarian, has 
gone to San Francisco to attend the annual meet- 
ing of the Medical Library Association. 


On July 11 the Society will hold its last meet- 
ing this season, when it will adjourn for summer 
recess during July, August and September. The 
’ first »neeting in the Fall will be held October 10. 


We have received a communication from the 
New Orleans Ice Manufacturers Exchange in 
which they state that the poor will be given ice 
free upon prescription from members of our 
Society. The membership is requested to co- 
operate in this worthy cause. 


TREASURER’S REPORT. 
Actual book balance 4/30/32 $1,406.40 
ea eee 1,770.27 


$3,176.67 
Expenditures $1,043.12 


Actual book balance 5/31/32 $2,133.55 


LIBRARIAN’S REPORT. 

The days of the A. M. A. brought a constant 
stream of visitors through the Library and kept 
the staff busy doing hostess duty. Through some 
of the acquaintances thus formed we are already 
receiving gifts of material to complete files, 
which we had been unable to find hitherto. 

Thirty-two books have been added to the 
Library. Of these six were received from the 
New Orleans Medical and Surgical Journal, two 
by purchase, nine by binding and fifteen by gift. 
A list of new titles of recent date is given below. 

The constant reference use of the Library has 
continued. The list below includes most of the 
subjects upon which we have been called to fur- 
nish material during May. 

Colitis in children; History of orthopedics; Cal- 
cification of pericardium; Cancer of lungs and 
bronchi; Leukoplakia; Irritable colon; Cancer of 
sinuses; Acute vesiculitis; History of So. medicine; 
Date of death of Dr. Warren Stone; Portraits of 
early N. O. educators; Was either Rhases or Avi- 
cenna physician of Harun al Raschid; Nutrition 
in edema; Osteomyelitis; Referred pain; Creati- 
nine in diuresis; Pick’s solution for tissue preser- 
vation; Gangrene in Burger’s dis.; Resorption in 
renal tubules; Epidural injection in sciatic rheu- 
matism; Agranulocytosis; Elephantiasis of vulva; 
Avertin; Sympathectomy; Ganglionectomy; Am- 
Diabetes 


monia in urea; Grehant’s anesthetic; 


mellitus. 


NEW BOOKS. 

Nat’l Board of Medical Examiners—Questions 
for examination. 1931. 

Amer. Neurological Assn. Transactions. 1931. 

Internat’] Post-Graduate Assn. Transactions. 
1931. 

Castiglioni—Italian Medicine. 1932. 

Wolman—Significance of Water-borne Typhoid 
Fever Outbreaks. 1931. 

Bonnier — Centrotherapie et Asuerotherapie. 
1932. 

Vannier—La doctrine de l’homeopathie Fran- 
caise. 1931. 

H. Theodore Simon, M. D., 
Secretary. 





LOUISIANA STATE MEDICAL SOCIETY NEWS 
H. Theodore Simon, M. D., Associate Editor 


THE GENERAL MEETING OF THE 
LOUISIANA STATE MEDICAL SOCIETY. 


An open meeting of the Louisiana State Medi- 
cal Society was held on Monday, May 9, 1932, 
in the Hutchinson Auditorium. 

The meeting was called to order by Dr. Shirley 
C. Lyons, Chairman of the Committee on Ar- 
rangements, who introduced Dr. John A. Lanford, 
President of the Orleans Parish Medical Society, 
who welcomed the delegates of the Louisiana 
State Medical Society, members of the organiza- 
tion, and their guests on behalf of the Parish 
Society. Dr. S. C. Barrow then delivered his 
Presidential Address to the State Society, which 
was published in the last month’s number of the 
New Orleans Medical and Surgical Journal. 

The Chairman then introduced Dr. W. G. Owen 
to open the exercises of the presentation of em- 
blems to the living Past Presidents. Dr. Owen 
spoke as follows: 

“At the last meeting of the La. State Medical 
Society the following resolutions were unanimous- 
ly adopted: : 

“Whereas the American Medical Association 
has conferred an Emblem upon its living Past- 
Presidents as a slight testimonial of their en- 
deavors in its behalf; and 

“Whereas we earnestly believe our living Past- 
Presidents are entitled to the same recognition 
for their services; therefore, be it 

“Resolved, That the La. State Medical Society 
present a similar emblem to each of its living Past- 
Presidents as a mark of appreciation for their 
services and as a token of esteem from their fel- 
low members; and be it further 

“Resolved, That a committee of two be appointed 
to order said emblems and arrange for their pre- 
sentation at the open meeting in 1932. 

“Be it further resolved, That this presentation 
be established as an annual custom and that at 
all succeeding meetings the retiring president r2- 
ceive the official emblem.” 

“The committee has designed an emblem which 
is symbolical of the Society, the State, and the Pro- 
fession. We would say to you gentlemen who will 
receive this emblem, that it is not only significant 
of the high regard of your associates, but it is also 
a tribute to your executive ability, as has been 
demonstrated by the material progress and ad- 
vancement of the Society during your respective 
administrations. 

“It is customary to confer the rewards for dis- 
tinguished service through the hands of the gentler 
sex. In conformity with this tradition, we re- 
quested two representatives of our Ladies’ Auxil- 
iary to invest you with your insignia of Past- 
President, which they graciously consented to do, 


and which should make you doubly appreciate the 
honor.” 

Following this brief introductory explanation 
by Dr. Owen he and Dr. E. O. Trahan alternated 
in reading the citations of each living Past Presi- 
dent. The emblems were most graciously pinned 
on by Mrs. S. M. Blackshear and Mrs. S. C. Jami- 
son, officers of the Woman’s Auxiliary of the Or- 
leans Parish Medical Society. 

Rudolph Matas: Was born in St. John Par- 
ish, La., 1860; twenty years later graduated as 
doctor of medicine from The Tulane University 
of Louisiana, after serving as undergraduate in- 
terne at Charity Hospital. The degrees of LL.D. 
and Sc.D. have been conferred on him by sev- 
eral universities; he is a member of innumer- 
able medical and scientific bodies in the United 
States and foreign countries. His professional 
career began as Demonstrator of Anatomy at 
Tulane Medical, then professor of Surgery until 
he was retired as Emeritus. He has been an 
active surgeon at all the principal hospitals of 
New Orleans besides meeting the demands of an 
enormous private practice. His triumphs in orig- 
inal surgical conceptions, his wonderful opera- 
tive skill are historic, and are too well known to 
bear repetition, but these feats were always tem- 
pered by conservatism, the welfare of the patient 
being the Pole Star of his treatment. Dr. Matas 
was President of the Society in 1894, and glories 
in the fact, that the untiring efforts of himself 
and his confreres resulted in the enactment by 
the State Legislature of a law “Regulating the 
Practice of Medicine’ and creating “The State 
Board of Medical Examiners.”’ This law has been 
functioning up to date, redounding to the welfare 
of both the public and the profession. Knowing 
that nearly all the doctors here tonight have been 
his former pupils, one is justified in saying that 
each gratefully remembers his uniform attitude of 
encouragement and friendliness to the Medical 
Student; this same altruism has been extended to 
the young practitioner, who never appealed to 
him in times of stress for advice or counsel but 
that it was freely and gladly given. His popular- 
ity with the Profession is unbounded and to a 
man they unite in wishing him in the words of 
the Bard of Avon, “Honor—love—obedience— 
troops of friends,—And all that merit ought to 
have.” 

Whyte Glendower Owen: Graduated from 
Centenary College of Louisiana as A.B. and B.S., 
served as undergraduate Interne in New Orleans 
Charity Hospital, and received his M.D. from 
Tulane University; President of the La. State 
Medical Society in 1900, and later one of its rep- 
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resentatives in the House of Delegates of the 
A. M. A.; a member and Vice President of the 
Louisiana State Board of Health, and also Surgeon 
General of the State National Guard. In 1926 
honored by his alma mater with the degree of 
LL.D. When Congress created the M. R. C. 
thereby transforming civilian doctors into lieu- 
tenants of the U. S. Army, the War Depart- 
ment sent three commissions to Louisiana—one 
to the Dean of Tulane Medical School, one to 
the ex-President of the State Board of Health, 
and one to the Surgeon General of the State 
National Guard. Dr. Owen accepted his com- 
mission as a compliment to the State National 
Guard, and forgot about it, but nearly ten years 
after, when our country entered the World 
War he was surprised to receive another com- 
mission as Major in the Medical Corps, with or- 
ders to wind up his business and report to Camp 
Beauregard as Commanding Officer of the Tuber- 
culosis Examining Board. This board examined 
more than 45,000 young soldiers, over one per 
cent of whom were found affected with tubercu- 
losis, discharged and sent home. Upon comple- 
tion of this duty Major Owen was promoted and 
placed on inactive list. 

Charles Louis Chassaignac: Born and edu- 
cated in New Orleans; served as undergraduate 
Interne in Charity Hospital, and received degree 
of M.D. from Tulane University of La.; appoint- 
ed on visiting staff of the Charity Hospital in 
1883, a member thereof up to date; latterly in an 
honorary capacity; a member of the first faculty 
of the New Orleans Training School for Nurses, 
the pioneer in the South, and President for many 
years of the New Orleans Sanitarium, founded by 
Physicians as a non-sectarian hospital, and to 
foster the Training School; President of the New 
Orleans Polyclinic, later on Dean of the Tulane 
Postgraduate School, being also professor of. his 
specialty in the same institution; editor of the 
New Orleans Medical and Surgical Journal for a 
number of years. Always active in Medical or- 
ganization, he served as President of the State 
Society in 1905. He was secretary of the Orleans 
Parish Medical Society for three consecutive terms 
and then President for same period of time. He 
was Superintendent of the Eye, Ear, Nose and 
Throat Hospital for eight years during which in- 
terval he discontinued the active practice of med- 
icine which he resumed in the beginning of 1931. 

Henry Dickson Bruns: Descendant of a dis- 
tinguished ancestry whose members have written 
their names on the pages of American Medical 
History; educated at the University of Virginia; 
served as an undergraduate Interne in the New 
Orleans Charity Hospital; graduated from Jeffer- 
son Medical College in 1881; one of the Founders 
of the New Orleans Sanitarium and Training 
School for Nurses; also of the N. O. Polyclinic, in 


which he was Professor of diseases of the eye; 
visiting Surgeon of Charity Hospital, and later 
Chief Surgeon of the Eye, Ear, Nose and Throat 
Hospital, which position he held until 1930. Dr, 
Bruns is the author of numerous articles both on 
his specialty and political subjects. A member 
of the Orleans Parish M. A. and La. State Medical 
Society, of which he was President in 1907. He 
married Miss Kate Logan, daughter of General 
Logan of Virginia, and has four sons. 


Edward Denegre Martin: A native of St. Lan- 
dry Parish; began the study of medicine in 1887; 
in 1889 stood a competitive examination to be- 
come a successful applicant for the position of 
Interne in the Charity Hospital; he served two 
years; graduated at Tulane University of La.; 
immediately appointed House Surgeon for the 
New Orleans Sanitarium where he remained un- 
til 1894. He became associated with the New 
Orleans Post Graduate School as professor of 
Minor and Clinical Surgery, when this school 
became a post graduate department of Tulane 
School, he was appointed to the chair of general 
surgery, and has filed the position up to the pres- 
ent time, and also acted as Dean for 4 years. 
He was elected a member of the Stars and Bars 
Fraternity, and is a member of the American 
College of Surgery, of the A. M. A., of the 
Southern Surgical Association and Orleans Parish 
Medical Society. He is on the staff of the Char- 
ity Hospital, Touro Infirmary, the Eye and Nose 
Hospital, and has contributed a number of arti- 
cles on Surgery to different medical journals. He 
was president of the Louisiana State Medical So- 
ciety in 1909, and always taken an active interest 
in its affairs. 

Richard Oliver Simmons: President of La. 
State Medical Society 1911-12; born in Simmons- 
ville, Miss.; received his academic education at 
the University of Miss.; attended the Louisville 
Medical College and received degree of M. D. in 
1892; located at Alexandria, Louisiana, the same 
year, doing general practice; helped found the 
Alexandria Sanitarium in 1903; first to do maior 
surgery in central Louisiana, removing first ap- 
pendix in 1896; helped organize Rapides Parish 
Medical Society in 1892, an active member since 
then, serving all offices at various times; did post- 
graduate work at New York Polyclinic and has at- 
tended numerous clinics for post-graduate work; 
served as health officer of Rapides Parish for 
14 years; elected Fellow of American College of 
Surgeons in 1919; chairman of Medical Advisory 
Board of 7th Dist. during World War; has con- 
tributed numerous papers to Medical Journals. 

Fred J. Mayer: Born in Louisiana in 1859; 
moved to Europe living in Munich, Bavaria, Lon- 
don and Belfast; returned to Opelousas in 1871; 
education from private tutors, M. E. College, 
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Belfast, public school, Opelousas; graduated from 
Tulane University Medical Department in 1883; 
assistant Quarantine Officer Louisiana, 1894-98; 
lecturer (under auspices of La. State Agriculture 
Dept., 1899-1900) ; special Medical Inspector Irion 
Board of Health, 1906-09; Mississippi State Board 
of Health, 1909; special Medical Inspector Texas 
Board of Health, 1911; President Attakapas Med- 
ical Association, 1885; in 1878 drafted a scheme 
of public education in the cause and prevention 
of contagious diseases in man and cattle; in 1897 
organized State Sanitary Association and held 
first Institute of Public Hygiene; President La. 
State Medical Society, 1912. 


George S. Bel: Graduated as doctor of medi- 
cine from Tulane University Medical School, 
1893; President in 1914, at 42 years of age, 
rendering conspicuous services to the State So- 
ciety, characterized by organization work in the 
various Parish and District Societies stretching 
from Caddo to Plaquemines Parishes. Such serv- 
ices were rendered with a great deal of sacrifice 
and expenditure of personal funds. Subsequent 
to his presidency, he was placed on the Council, 
and for a number of years as Chairman of the 
Council directed the policies of same. Specialty, 
internal medicine; Professor of Clinical Medicine, 
Tulane Medical School (graduate), 1912-1924; 
Professor and head of the Department of Internal] 
Medicine, in the same institution, (under-grad- 
uate) 1912-1926; Professor of the Department of 
Medicine, Louisiana State University Medical 
Center, 1932. 


C. J. Willis: Born in Claiborne Parish, 1865; 
education received at Arizona Academy and the 
Homer High School; graduated in medicine at 
Vanderbilt University in 1887; returned to na- 
tive state and practiced medicine at Homer for 
fifteen years; located at Shreveport in 1904 and 
became associated with the late Drs. T. E. Schum- 
pert and Louis Abramson, who were conducting 
at that time the Shreveport Sanitarium. This 
was taken over by the Sisters of the Incarnate 
Word and after Dr. Schumpert’s death in 1908, 
the now T. E. Schumpert Memorial was construct- 
ed; became connected with this institutién in the 
capacity of Chief of the Surgical Staff and re- 
mained in that capacity for 20 years. He was 
commissioned by President Taft a first lieutenant 
in the Medical Reserve Corps in 1911, ordered to 
Brownsville, Texas, when hostilities seemed im- 
minent between the U. S. and Mexico in the sum- 
mer of 1916 and was made senior civilian surgeon 
of the Brownsville U. S. Hospital where he served 
until the threatened hostilities ceased. Chief of 
Staff and president of the hospital board of direc- 
tors of the Willis-Knighton Clinic; Fellow of 
the American College of Surgeons; a member of 
the American Medical Association; elected Presi- 


dent of the Louisiana State Medical Society in 
1915. 


William H. Seemann: Served as Interne in 
New Orleans Charity Hospital and graduated at 
Tulane University in 1900; Professor of Bacteri- 
ology and Preventive Medicine in the Tulane 
Graduate Medical School of Medicine since 1908; 
Professor of Hygiene in the Tulane Medical 
School since 1914; Bacteriologist for the La. 
State Board of Health; President of the State 
Medical Society in 1916; Delegate of La. State 
Medical Society to House of Delegates A. M. A. 
Was Chairman of Committee of Arrangements 
for the 1932 meeting of the American Medical 
Association, and his supervision made the opera- 
tion of all the different functions of the meeting 
so successful. 

(To be continued.) 


SECOND DISTRICT MEDICAL SOCIETY 

A District Medical Society was organized by 
doctors of the Second Congressional District, ex- 
clusive of Orleans Parish, at a meeting in Hahn- 
ville, Sunday, June 5, called by the Councilor of 
the District, Dr. Daniel N. Silverman of New 
Orleans. Dr. J. S. Kopfler of Kenner was elect- 
ed President of the organization, with Dr. L. T. 
Donaldson of Hahnville, Vice-President, and Dr. 
L. O. Waguespack of Vacherie, Secretary-Treas- 
urer. The Parishes included in the District are 
St. Charles, St. James, St. John and Jefferson. 

Dr. Leon J. Menville, Past President of the 
Louisiana State Medical Society, and President 
of the Louisiana State Board of Medical Exam- 
iners, and Dr. P. T. Talbot, Secretary-Treasurer 
of the Louisiana State Medical Society, assisted 
the Councilor in this organization, and made ad- 
dresses relative to medical matters of importance 
to the organization. Another meeting will be held 
soon at Reserve. 


FIFTH DISTRICT MEDICAL SOCIETY 

The Fifth District Medical Society of Louisiana 
held its regular meeting in Monroe, Louisiana, 
Tuesday, June 14, at 5:30 p. m. at the St. Fran- 
ces Sanitarium. The scientific program was as 
follows: Dr. J. B. Vaughan of Monroe talked on 
“Present Economical Situation as it Affects the 
Medical Profession” during the banquet. This 
was followed by four most interesting reports: 
“Differential Diagnosis of Early Pulmonary Tu- 
berculosis,” by Dr. M. W. Hunter, Monroe; “Some 
Aspects of Chest Surgery,” by Dr. Jos. E. Heard 
and Dr. Chas. R. Gowen, Shreveport; “Demon- 
stration and Value of Friedman’s Test for Early 
Pregnancy,” by Dr. John Pracher, Pathologist of 
St. Frances Sanitarium, Monroe; “An Interest- 
ing Case,” by Drs. J. W. Cummin, B. M. McKoin, 
and F. P. Rizzo, Monroe. In addition, several 
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matters of vital importance came’ up for discus- 
sion. The entertainment, music, and dancing 
was enjoyed by the members present. 

D. S. Calhoun, M.D., President. 

F. P. Rizzo, M. D., Secretary-Treasurer. 


SIXTH DISTRICT MEDICAL SOCIETY 
To the Members: 
My dear Doctors: 

I had mapped out and arranged for a splen- 
did program for the Spring meeting of the Sixth 
District Medical Society, when several members 
called my attention to the fact that the State 
Medical Society and several other of the larger 
medical societies from this section of the coun- 
try had called off their scientific program entire- 
ly, due to the protracted meeting the A. M. A. 
would hold in New Orleans, the first part of 
May, and suggested we do the same. Believing 
that the ruling body of the Sixth District So- 
ciety was made ‘up of the Vice-Presidents I 
wrote to each one-of these, requesting they write 
me their views. Ninety-nine per cent answered 
promptly requesting that we call off the scientific 
program and hold only an official meeting for 
election of officers, giving as their reason the de- 
pression, the cost that most of us would go to 
in attendance upon the A. M. A. meet, and that 
the lengthy A. M. A. meet should be enough to 
‘hold us’ for a while. I complied with their 
request. 

Now comes forth an urgent. demand that a 
memorial meeting be called, at once, in honor of 
our deceased late President, Dr. ““Bob” Jones, at 
which time the election of officers will take place. 
This meets my hearty approval and endorsement. 

This meeting shall take place in Baton Rouge 
July 14, 1932, beginning at 10 a.m. We propose 
that this shall be a meeting and banquet that will 
be well worth while and we beg all of you physi- 
cians of the Sixth District to do honor to the late 
Dr. Jones by your presence. We can assure you 
that the meeting will be a distinguished one. 


F. F. Young, M. D., 
President, Sixth District Medical Society. 


EAST AND WEST FELICIANA BI-PARISH 

The Bi-Parish Medical Society met in the East 
Louisiana State Hospital. Dr. C. S. Miller read a 
very valuable and scientific paper on ‘“Psycho- 
neurosis, with Special Reference to Hysteria and 
Neurostheuia.” 

Paper discussed by members present. 

Our next meeting will be with The Superin- 
tendent and Staff of the East Louisiana State 
Hospital the first Wednesday in August, at 7:30 


p. m. 


S. L. Shaw, President. 
E. M. Robards, Secretary. 
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THE MEDICAL SCHOOL OF THE UNIVERSITY 
OF TEXAS 

On May 30 and 31, 1932, the Medical School 
of the University of Texas at Galveston, celie- 
brated the dedication of three new buildings erect- 
ed on the campus with impressive ceremonies and 
a series of delightful social functions. 

The three new buildings, of a thoroughly mod- 
ern and handsome architectural type, are dedi- 
cated to laboratory instruction, to an out-patient 
clinic and a home for nurses. 

The dedication was held conjointly with the 
4lst annual Commencement Exercises of the Med- 
ical School. The buildings have been built and 
equipped at a cost of $3,000,000.00, provided 
almost exclusively through the munificence of the 


‘ late John Sealy and his daughter, Mrs. R. Waver- 


ly Smith, the generous founders of the Sealy 
Hospital and of the present Sealy-Smith founda- 
tion created for the benefit of the School and 
University Hospital. 

Monday was devoted exclusively to a Scientific 
program conducted under the Presidency of Dr. 
A. O. Singleton, Professor of Surgery. The guests 
and public were welcomed by the Dean, Dr. 
George S. Bethel, and lectures, illustrated by 
moving pictures and lantern slides, were given 
by Dr. O. H. Plant, University of Iowa, on “The 
Cardiac Effect of Some Commonly Used Drugs;” 
Dr. E. H. Carey (Dallas), President American 
Medical Association, on “Glaucoma;” Dr. Dean 
Lewis, Johns Hopkins University, a lantern lec- 
ture on “Nerve Injuries;” Dr. Rudolph Matas, 
Tulane University of Louisiana, on ‘Personal 
Experiences in the Surgery of the Subclavian Ar- 
teries;” Dr. Matas also paid a tribute to the 
late Professor Thompson, the Nestor of Texas 
Surgery, and speaking for Tulane, emphasized the 
cordial relations that have always existed between 
Tulane and the Medical School at Galveston. 

In the afternoon very instructive clinics were 
held by Dr. Graves, University of Texas; Dr. J. 
J. Foster, President Elect Texas State Medical 
Association, and by Dr. Lewellys F. Barker, Johns 
Hopkins University. 

The dedication exercises, held the next day, 
were presided over by Dr. Edward Ransdall, 
Chairman Board of Regents, University of Texas, 
followed by a series of notable addreses by R. L. 
Batts, LL.D., Chairman of the Board of Trustees; 
M. H. Royston, Trustee of the Sealy-Smith Foun- 
dation; Dr. H. Yandell Benedict, President of the 
University, and Dean G. E. Bethel conferred the 
M. D. degree on 71 graduates of the Medical 
School and 18 graduates of the Nursing School, 
and by Dr. J. O. McReynolds, President State 
Medical Association of Texas; Dr. Louis B. Wil- 
son, Director of the Mayo Foundation. Dr. 
Lewellys Barker delivered the Commencement 
Address. 
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Among the valuable gifts given to the school 
this year is the unique collection of 300 cataract 
lenses removed in the capsule from human eyes 
and from the lower animals, together with numer- 
ous microscopic slices illustrating the embryolo- 
gy and comparative anatomy of the lens pre- 
sented by Dr. J. O. McReynolds, the distinguished 
ophthalmologist of Dallas. 

Despite the comparative isolation of Galveston 
from the great Metropolitan centers of popula- 
tion, the high character and distinguished ability 
of its teaching personnel, combined with its un- 
limited resources for expansion, will increasingly 
attract an abundance of clinical material and will 
maintain for this Institution the reputation for 
efficiency and progressiveness which it so deserv- 
ingly enjoys in the medical world. 


A special meeting of the Houston Medical So- 
ciety was held on May 31, in honor of Dr. Matas, 
Emeritus Professor of Surgery, Tulane, on his 
return from Galveston where he had delivered 
an address at the dedication of the three new 
buildings of the Medical School of the University 
of Texas. 


The meeting of the Houston Society was pre- 
ceded by a reunion of the Tulane Alumni who 
had assembled at the home of Dr. Charles C. 
Green (Tulane, 1910), chief surgeon of the Sou- 
thern Pacific Railroad system in Texas, who en- 
tertained Dr. Matas and the many alumni who 
had come to greet their old and honored chief. 
After dinner the Alumni adjourned in a body to 
meet at the Houston Medical Society where Dr. 
Matas gave an illustrated lecture on the Surgery 
of the Subclavian Arteries and entertained the 
audience with a reminiscent talk on life in the 
Rio Grande border where he had resided in the 
early days of his boyhood. There was a large 
attendance and enthusiasm prevailed. 


RESOLUTIONS ON THE DEATH OF 
DR. GUTHRIE. 


WHEREAS: Almighty God in his wisdom has 
taken from our midst James Birney Guthrie, the 
associate of some of us for many years and the 
cherished teacher of others of us; and 

WHEREAS: In the death of our friend and 
fellow physician we of the Medical Division of the 
Staff of the Charity Hospital have suffered a great 
loss; and 

WHEREAS: James Birney Guthrie, a man of 
personal distinction and charm, a sincere student 
of medicine, a clinician of renown, and a forceful 
and valued teacher of medicine will no longer par- 
ticipate in our meetings and in our daily hospital 
life: 


BE IT RESOLVED, THEREFORE: That we, 
the medical staff, desire to record our sorrow in. 
the passing of our co-worker by placing a copy 
of these resolutions in the hands of the family 
of Dr. Guthrie, in the minutes of this staff and 
in the New Orleans Medical and Surgical Journal. 


The Third District Medical Society passed the 
following resolution: 

WHEREAS: It has pleased God in all His in- 
finite wisdom to remove from our midst Dr. 
Bierney Guthrie, and 

WHEREAS: Dr. Guthrie during the past thir- 
ty-one years of his distinguished career has been 
an outstanding example to the Medical Profes- 
sion through his years of service in his many ac- 
tivities to his State, numerous institutions and 
medical bodies, to which service he devoted the 
prime of his life and his genius for public service 
in its highest manifestations, and, 

WHEREAS: To the Medical Profession as a 
whole, and to many of its organizations and 
public bodies, he brought his enthusiasm and 
ability, always instilling the high ideals of his 
personality which has brought him honor and 
fame, not only from his co-workers, but through- 
out these United States; therefore be it 

RESOLVED: That this Louisiana Third District 
Medical Society spread upon the minutes of its 
records its appreciation of Dr. Guthrie’s eminent 
qualifications and character, and, be it further 

RESOLVED: That in his death this Society has 
lost one of its most distinguished members who 
for all time will stand as an example and ideal 
for its members, and, be it further 

RESOLVED: That a copy of these resolutions 
be forwarded to his family, to whom its deepest 
sympathy is extended, and that these resolutions 
be spread upon the minutes of the Society, and 
that they be published in the New Orleans Medi- 
cal and Surgical Journal. 


A. R. Trahan, M. D., Chairman. 
L. B. Long, M.D., Secretary. 


NEWS ITEMS 
Dr. P. T. Talbot attended the regular monthly 
meeting of the Fifth District Medical Society in 
Monroe, Tuesday, June 14. 


Dr. Charles A. Bahn was elected president of 


the Louisiana Society for the Prevention of 
Blindness at the annual meeting of the organiza- 
tion at Touro Infirmary. 

Other officers elected were: Nicholas Bauer, 
first vice-president; William A. Shuler, second 
vice-president; Miss Florence Loeber, third vice- 
president; Rabbi David Fichman, treasurer, and 
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Mrs. Mary Cross King, executive secretary. Mem- 
bers of the Board of Directors elected were Har- 
ry L. Hammett, J. K. Byrne, Dr. ‘W. T. Browne, 
Dr. W. R. Buffington, Mrs. Joseph Haspel, Dr. 
Henry N. Blum, and Mrs, A. P. Perrin. Those 
elected honor members were Dr. Henry Dickson 
Bruns, Dr. Rudolph Matas and Dr. J. W. Newman. 


On June 16, 1932, Prof. O. W. Bethea, of the 
faculty of the Graduate School of Medicine of 
The Tulane University of Louisiana, addressed 
the meeting of the Seventh District Medical So- 
ciety held at Lake Charles, La., on “Angina 
Pectoris.” 


Dr. C. Jeff Miller of New Orleans was elected 
to the Council of the American Gynecological 
Society, at the closing session of the society’s 
national convention held in Quebec, Canada. 


The National Broadcasting Company announces 
that beginning June 20 at 10:00 p. m., New York 
time, Phillips H. Lord, famous as the Seth Par- 
ker of this Company, in talks broadcasted each 
Monday, Tuesday and Wednesday, will pay tribute 
to medical men of all classes in his newest char- 
acterization, “The Country Doctor.” 


The Rapides Parish Medical Society held a 
special meeting the night of May 30, in re: phy- 
sicians’ occupational tax, and appointed a special 
committee composed of the following to help the 
Legislative Committee of the State Society at 
Baton Rouge: 

Dr. J. A. White, Dr. J. A. Packer, and Dr. J. 
H. Landrum. 


TULANE ALUMNI DINNER 

Fully 125 members of the Alumni were present 
at the Tulane Alumni dinner that was held at the 
Tip Top Inn of the Roosevelt Hotel, Wednesday, 
May 11, and practically every Southern state 
was represented. Dr. Matas gave a very splendid 
talk regarding the history and work of the vari- 
ous Deans of the Tulane Medical School during 
the past many years, illustrating his talk with 
lantern slide photographs of them. It was my 
good fortune to be toastmaster, also my good 
fortune to introduce quite a number of the old 
Alumni who during the years have attained posi- 
tions of marked distinction in the medical world. 
W. A. Reed, M. D. 


HEALTH OF NEW ORLEANS 

The Department of Commerce, Division of. Vi- 
tal Statistics, reports the following concerning 
the mortality rate in the City of New Orleans. 
During the week ending May 14, there were re- 
ported in the City of New Orleans 131 deaths, 





79 among the white and 52 in the colored race. 
The death rate for both races was 14.4, that of 
the white 12.1 and of the negro 19.8. The in- 
fant mortality rate was 51. For the week end- 
ing May 21, the death rate had fallen to 12.1 
as a result of 110 deaths, 65. among the white 
and 45 in the colored race, the death rate of the 
former of 10.1 and of the latter 17.1. The in- 
fant mortality this week was 57. For the week 
ending May 28, there were. 134 deaths, distrib- 
uted 80 white and 54 colored, giving a rate of 
14.8 for the whole City, and 12.4 for the white 
population. The infant mortality had increased 
to 80 as a result of the deaths of 14 infants under 
one year of age. The following week there were 
124 deaths, 79 white and 45 colored, giving a 
death rate of 13.7 for the total population, 12.3 
for the white and 17.1 for the negro. The infant 
mortality rate was 74. 


INFECTIOUS DISEASES IN LOUISIANA 


Dr. J. A. O’Hara, State Board of Health of 
Louisiana, in collaboration with the Treasury De- 
partment of the United States Public Health 
Service, has issued the following morbidity week- 
ly reports, the important features of which are 
here abstracted. For the week ending May 28, 
there were 102 cases of syphilis reported, 45 of 
gonorrhea, 41 of pulmonary tuberculosis, 35 of 
diphtheria, 25 of whooping cough, 30 of pneu- 
monia, 20 of typhoid fever, and 12 of malaria. 
Six of the 20 cases of typhoid fever were reported 
from Evangeline Parish. Twenty-six cases of 
diphtheria are reported from Orleans Parish. For 
the week ending June 4, there were reported 47 
cases of pulmonary tuberculosis, 26 of syphilis, 
22 of malaria, 20 of diphtheria, 18 of whooping 
cough. Twelve cases of hookworm infestation 
were reported this week, as were also one case 
of smallpox and 2 cases of undulant fever and 
one instance of tularemia. For the twenty-third 
week of the year ending June 11, the reportable 
diseases had dropped considerably. During this 
week there were reported 23 cases of diphtheria, 
21 of typhoid fever, 18 of syphilis, 16 of pneu- 
monia, and 16 of pulmonary tuberculosis. Of 
the 21 cases of typhoid fever reported 4 came 
from the Parish of Franklin and 3 from Rapides, 
while 2 each were reported from Assumption, 
Calcasieu, DeSoto, Orleans and Tensas. Four 
cases of smallpox were reported and one case of 
leprosy. 


AMERICAN BOARD FOR OPHTHALMIC 
EXAMINATIONS 


The American Board for Ophthalmic Examina- 
tions will hold an examination in Montreal on 
Monday, September 19, 1932, at the time of the 
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meeting of the American Academy of Ophthal- 
mology and Oto-laryngology. 

Necessary applications for this examination 
can be procured from the Secretary, Dr. William 
H. Wilder, 122 South Michigan Avenue, and 
should be sent to him at least sixty days before 
the date of the examination. 


GRADUATE COURSES IN NEUROLOGY 
AND PSYCHIATRY 
The Extension Division and School of Medi- 
cine of Columbia University, cooperating with 


the Neurological Institute of New York and the 
New York State Psychiatric Institute and Hos- 
pital announces a series of graduate courses in 
neurology and psychiatry. The courses will start 
October 3, 1932, and end December 10. One course 
will be devoted principally to psychiatry and the 
other to neurology. Beginning January 23, 1933, 
and ending May 13, 1933, an intensive course will 
be given in neuropathology. The details of these 
courses are on file in the office of the New Or- 
leans Medical and Surgical Journal to those who 
may be interested. 





OBSTETRICAL EDUCATION: THE WHITE 
HOUSE CONFERENCE ON CHILD HEALTH 
AND PROTECTION—The White House Confer- 
ence on Child Health and Protection was called 
by President Hoover to consider the status of 
medical practice in this country as regards the 
care given to maternity patients and to children 
and the results obtained by such care. The 
various questions involved were considered from 
all possible angles by appropriate committees, and 
the findings were presented and discussed at the 
meetings of the conference and of its various sub- 
divisions. These studies are being compiled, and 
are published from time to time. 

The report under consideration covers the 
various aspects of obstetrical education in this 
country, viz., undergraduate and graduate courses 
for medical students and physicians, the obstetri- 
cal education afforded nurses and nursing at- 
tendants the training of midwives, and the 
information available for the laity and for social 
workers. Surveys were made of existing facilities, 
generally by the use of questionnaires, and very 
thorough studies, based on these findings, are 
presented. While it is impossible to summarize 
such a mass of statistical material, it can be 
stated that evidence is presented to show that the 
situation is susceptible of considerable improve- 


ment. It is clear that there is need for more 
time in the curriculum and better clinical facili- 
ties for the obstetrical education of medical 
students. The same is true as regards opportuni- 
ties for advanced work by physicians desiring to 
improve themselves along obstetrical lines, whether 
intending to specialize or not. The fact is stressed 
that at present the midwife is indispensable, as 
she attends about 15 per cent of the births in the 
United States as a whole, and in some states as 
many as 40 to 50 per cent. The necessity for 
proper training of these women is emphasized, and 
we are reminded that at present there are prac- 
tically no provisions in this country for such 
training. We should either train the midwife or 
eliminate her (we are doing neither), and as it 
does not seem feasible at the present to eliminate 
her, adequate training should be provided. 

To sum up, it can be said that this book is a 
most admirable presentation of the subject. Copies 
have been sent to the deans of the medical schools 
and to the heads of their obstetrical departments, 
and it is to be hoped that these authorities will 
peruse the material thoughtfully, and will take 
steps to improve their obstetrical departments to 
the fullest extent. 

The book is published by the Century Company 
of New York and is a volume of 302 pages. 








MISSISSIPPI STATE MEDICAL ASSOCIATION NEWS 


L. S. Lippincott, Editor 


Jacob S. Ullman, Associate Editor 


THAT WE MAY KNOW EACH OTHER 
BETTER 

Dr. Milton Waldrop Robertson was born at 
Dolomite, Alabama, November 2, 1888. He is a 
graduate of the Ensley, Alabama, High School, 
and received his medi- 
cal degree from the 
Medical School of the 
University of Alabama 
in 1915. He located 
at Rienzi, Mississippi, 
August, 1915, and was 
licensed to practice 
medicine in Mississip- 
pi by the State Board 
of Health in October, 
1915. He _ practiced 
medicine at Rienzi un- 
til August, 1917. 

In June, 1917, Dr. 

Robertson volunteered 
his services to the 
Surgeon General of 
the United States 
Army, was examined 
at Meridian, received 
his commission as 
First ~ Lieutenant on 
June 20, 1917, and 
‘was called into active 
service on August 8, 
1917, at Washington, 
D. C. He was sent to 
England September 8, 
1917, and assigned to 
the English army on 
arrival at London. He 
served in the war hos- 
pital at Bangour near 
Edinborough, Scot- 
land, and was then ordered to France on Decem- 
ber 1, 1917, for duty with the 47th London 
division, B. E. F. He served with this division 
until February, 1919, when he was ordered back 
to the United States and assigned to duty as 
assistant camp surgeon at Camp Gordon, Geor- 
gia. He was discharged from Camp Gordon, 
September 9, 1919, and returned to his former 
practice of medicine at Rienzi on September 15, 
1919. 

Dr. Robertson was elected councilor of the 

State Medical Association at Biloxi 


Mississippi 





MILTON WALDROP ROBERTSON, M. D. 
Corinth, Mississippi 

Councilor Third District, Mississippi State 
Medical Association 


D. W. Jones, Associate Editor 


in 1924 and reelected at Vicksburg in 1930. He 
was appointed County Health Officer of Alcorn 
County in 1925 and has served in this capacity 
since. He moved from Rienzi to Corinth in 
January, 1931. 

During his residence 
in Mississippi, Dr. Rob- 
ertson has been an ac- 
tive member of the 
Mississippi State Medi- 
cal Association. He 
was State Commander 
of the American Le- 
gion in 1926 and has 
held various offices in 
the Legion before and 
since that time. 


CALENDAR 

July 4—Staff of 
George C. Nixon Me- 
morial Hospital, Elec- 
tric Mills, 8 P. M.; 
Staff of Baptist Hos- 
pital, Jackson, 7 P. M.; 
Staff of South Missis- 
sippi Charity Hospital, 
Laurel, 7 P. M.; Staff 
of Meridian Sanitari+ 
um, 7:30 P. M. 

July 5—Staff of 
King’s Daughters’ Hos- 
pital, Brookhaven, 
7:30 P. M. 

July 6—Staff of Dr. 
F. G. Riley’s Chil- 
dren’s and Maternity 
Hospital and _ Clinic, 
Meridian. 7 P. M.; 
Staff of Chamberlain- 
Rice Hospital, Natchez; Staff of Vicksburg In- 
firmary, 7 P. M.; Staff of Rush’s Infirmary, Merid- 
ian, 7 P. M. 

July 7—Staff of McRae Hospital, Corinth, 2 
P. M.; Pike County Medical Society, McColgan 
Hotel, McComb, 7 P. M. 

July 8—Natchez Medical Club, 1 P. M.; Staff 
of Anderson Infirmary, Meridian, 7 P. M. 

July 11—Staff of South Mississippi Charity 
Hospital, Laurel, 7 P. M.; Staff of Vicksburg 
Sanitarium, 6:30 P. M. 

July 12—Staff of Natchez Sanatorium, 7:30 
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P. M.; Staff of Tupelo Hospital, 7:30 P. M.; Issa- 
quena-Sharkey-Warren Counties Medical Society, 
Cary, 7 P. M.; Winston County Medical Frater- 
nity, Louisville. 

July. 13— Harrison-Stone-Hancock Counties 
Medical Society, King’s Daughters’ Hospital, 
Gulfport, 7:30 P. M.; Staff of King’s Daughters’ 
Hospital, Greenville, 7 P. M. 

July 14—Homochitto Valley Medical Society, 
Natchez; Staff of Jackson County Hospital, Pas- 
ceagoula, 8 P. M.; Staff of Vicksburg Hospital, 
6:30 P. M.; Staff of Aberdeen Hospital, 8 P. M. 

July 18—Staff of South Mississippi Charity 
Hospital, Laurel, 7 P. M. 

July 19—Central Medical Society, 
7 P. M. 

July 21—Staff of Natchez Charity Hospital, 
8 P. M. 


July 22—Natchez Medical Club, 1 P. M. 


July 25—Staff of South Mississippi Charity 
Hospital, 7 P. M. 


Jackson, 


FROM OUR PRESIDENT 


A report from our efficient Mississippi Editor 
of the New Orleans Medical and Surgical Jour- 
nal, Dr. L. S. Lippincott, shows that only ten 
county editors sent in news for the month of 
May. Eighteen counties have no editors in spite 
of the fact that the Presidents of the component 
county societies have been asked repeatedly to 
appoint county editors. It is hoped and earnest- 
ly requested by your State President that these 
county editors be appointed at once and that 
those already appointed function, and continue to 
function. Dr. Lippincott is an untiring worker 
for the Journal and more particularly for the 
Mississippi State Medical Association. Please 
help him make the Mississippi section well worth 
while. 

I have made the following appointments since 
our State meeting in Jackson: Dr. R. B. Cun- 
ningham, Booneville, was appointed Vice-Presi- 
dent for North Mississippi. This was made nec- 
essary since Dr. B. S. Guyton, Oxford, the Vice” 
President elected, asked to be relieved from the 
office. Dr. F. J. Underwood was reappointed 
a member of the Committee on Public Policy 
and Legislation. Other members of this com- 
mittee whose time has not expired are Drs. Henry 
Boswell, Sanatorium, and W. H. Anderson, 
Booneville. Dr. J. R. Williams, Houston, has 
been appointed a member of the Committee on 
Constitution and By-Laws. Other hold-over 
members of the committee are Drs. J. S. Ullman. 
Natchez, and W. H. Frizell, Brookhaven. Chair- 


men have been appointed for the following sec- 
tions: 


Medicine—Dr. A. H. Little, Oxford. 

Surgery—Dr. V. B. Philpot. Houston. 

Hygiene and Public Health—Dr. H. C. Ricks, 
Jackson. 

Eye, Ear, Nose and Threat—Dr. C. C. Buchan- 
an, Hattiesburg. 


Radiology—Dr. J. A. Beals, Greenville. 


James M. Acker, Jr., 
President. 


REQUESTS FOR HISTORY 

In this issue is a page commemorating the 
achievements of Dr. R. M. Boyd of Aberdeen 
in the World War, which is a reproduction of a 
page in the History. Since such matters are 
truly a part of the history of the Association, 
we request that all who know of other awards 
made to Mississippi doctors will notify us. We 
say “who know of others’ awards” because the 
men who received them will not tell us. This 
was the case with Dr. Boyd, to whom the publica- 
tion of this page will come as a greater surprise 
than to anyone else. 


We wish also to get photographs of those of 
our members who died in service. There were 
four of these: Browne of Kosciusko, Gayden 
of Leland, Kitchens of Stray Loon, and Steen 
of Vaughan. We have secured photos and rec- 
ords of Drs. Gayden and Browne, but consider- 
able correspondence has failed to produce any- 
thing relating to either of the other two. Almost 
without exception, there are no replies to our 
letters. We will be very grateful for assistance. , 


E. F. Howard, Historian. 


PLEASE TAKE NOTICE 
Natchez, Missisippi, 
June 1, 1932. 
‘Dear Editor: 

“Thanks for the map. On second thought I 
think I shall withdraw the expression of grati- 
tude, because I was enjoying a most pleasant 
June lassitude until I took in the meaning of 
that map. It makes me feel like making remarks. 
And I’m hot anyhow. 


“For eight years we have been trying to give 
the members of the Association a column of 
their own and after eight years one-fourth of 
the counties have not yet nominated a county 
editor. And, bless goodness, only ten out of six- 
ty-one county editors sent anything in last month. 
Isn’t that enough to make a blind monkey bat his 
eyes? It’s the same old crowd that sticks on 
the job all the time. 

“The slackers probably won’t even see this, 
but if they do I hope they have sufficient con- 
science left to make them feel uncomfortable. 
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I’m very much afraid however that they are ‘cor- 
rupt and content,’ or in plain English, they have 
acquired a large quantity of don’t-give-a-damness. 
The part that gets under my skin, however, is 
that it is usually the lethargic officers and the 
don’t-give-a-damn’ members that are always com- 
plaining that the Association is run by the same 
clique all the time. 


“Well, please tell ’em for me to depart im- 
mediately for that famousest winter resort. 

“Thanks for listening, I feel better now. 

“Gratefully yours, 
J. S. Ullman. 

“P. S.: The other Associate Editor is such a 
good church member that I know he can exhort 
the Brethren powerful. Tell him to get busy 
and wrastle wid their sperit.’’ 


FROM PIKE COUNTY ; 

I am just in receipt of your map of the 
Counties showing the co-operation, and the non- 
co-operation of the Secretaries and County Edi- 
tors of the County Medical Societies, for last 
month, 


The Pike County Medical Society was organ- 
ized the night of April 4, 1929. Dr. L. W. Brock 
was elected President, Dr. I. E. Stennis elected 
Secretary. At the December, 1929, mecting of 
the Society, Dr. L. W. Brock was reelected Presi- 
dent to serve through 1930; Dr. I. E. Stennis re- 
elected Secretary to serve through 1930. At the 
December, 1930, meeting, Dr. I. E. Stennis was 
elected President to serve through 1931; Dr. 
R. H. Brumfield was elected Secretary to serve 
through 1931. 


The Society’s regular meeting date is the 
first Thursday evening of every month. Our 
June, 1931, meeting was to be on Thursday night 
(7:30 P. M.), June 4, but Dr. L. D. Dickerson, 
of McComb, died at 2 o’clock that afternoon and 
the meeting was called off. This was the first 
monthly meeting the society has missed since we 
organized. Our next meeting was on July 2. 


Since the Society’s last meeting May 7, the 
writer had become very physically unfit, having 
developed some chronic cardiac trouble that the 
doctors diagnosed as an angina, of the pseudo 
type. When the Society met in July, the writer 


was absent from the first meeting since the So- 
ciety was organized, April 4, 1929, and due to 
the very slow prograss made towards improve- 
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ment in my cardiac trouble, I did not get back 
to a society meeting until May 26—last week. 
The regular meeting for May, that should have 
been held on May 5, was postponed because of 
the Medical Association that met in New Orleans, 
I am not familiar with the particulars, but I 


* know it had something to do with the A. M. A. 


meeting at New Orleans. Anyway, I was very 
glad indeed, to get back with the society after a 
year’s absence. 


Let’s make the next issue of our Journal 
representative of Mississippi. 


Some of the doctors in Mississippi will pick 
the Journal up next month and say, ‘This is a 
fine copy of the Mississippi Journal’; some others 
wil say, ‘It looks like we might get up a better 
Mississippi Medical Journal.’ Even so. Dr. Lip- 
pincott, the Mississippi Medical Journal will be 
just as fine, and just as full of good nourishment 
as the Society Secretaries and the County Editors 
will have it. Just think, suppose the Secretary 
of every Medical Society, and every County Edi- 
tor in the state should send you a report every 
month, or as often as the society meets, you can 
imagine what the results would be. On the 
other hand, suppose none of the Secretaries or 
County Editors send in reports from their Socie- 
ties, what would be the result? To come right 
down to cases, when a County Medical Society 
fails to send in a report to the State Editor, so far 
ag that particular society is concerned, the State 
of Mississippi has no Medical Journal for that 
month. If the state editor receives reports from 82 
County Editors for the month of June, then we 
would expect the Mississippi Medical Journal to be 
100 per cent as good as it could be, but if the 
State Editor received reports from only ten Coun- 
ty Editors, as he did for the month of April, then 
the Journal will be just 100 per cent as good as it 
could be. It takes only a few minutes of the 
Society Secretary’s time each month to make his 
report to the State Editor, even if his society 
meets monthly, and just a few minutes every 
few days during the month and the County Edi- 
tor can get’ in a report every month. Dr. Lippin- 
cott certainly deserves the fullest cooperation of 
all the County Societies, and I hope he gets a 
larger share of that cooperation in the future 
than he has had in the past. 


I. E. Stennis. 
McComb, Mississippi, 
June 2, 1932. 
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RICHARD M. BOYD, M. D. 
Aberdeen, Mississippi 


THE UNITED STATES OF AMERICA 
to all who shall see these presents, greeting: 
This is to certify that 
The President of the United States of America 
pursuant to act of Congress approved July 9, 1918, 
, has awarded to 
RICHARD M. BOYD 
A Silver Star 
for gallantry in action 
at Cuisy, France, on the night of October 7, 1918, 
while serving as first lieutenant, Medical Corps, 
attached to the 146th Field Artillery, American 
Expeditionary Forces. 
Given under my hand at the City of Washington 
this twentieth day of March, 1929. 
JAMES W. GOOD, 
Secretary of War. 
Recorded in the Office of 
The Adjutant General 
(The French medal is reduced to one-half size). 


ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY 

The monthly meeting of the Issaquena-Shar- 
key-Warren Counties Medical Society was held 
on June 14, at the Y. W. C. A., Vicksburg, with 
fifteen members and two guests present. 

Papers and Discussions—Dr. G. P. Sanderson, 
Vicksburg, Chairman: 

(1) Appendicitis—Dr. W. H. Parsons, Vicks- 
burg. 

Discussed by Drs. P. S. Herring, Vicksburg; 
J. A. K. Birchett, Jr., Vicksburg, and Dr. D. A. 
Pettit, Vicksburg. Dr. Parsons closed. 

(2) Anaesthesia During Labor.—Dr. N. B. 
Lewis, Vicksburg. F 

Discussed by Drs. S. W. Johnston, Vicksburg; 
D. A. Pettit, Vicksburg; P. S. Herring, Vicks- 
burg; J. E. Quidor, Vicksburg; W. C. Pool, Cary; 
W. H. Scudder, Mayersville, and H. S. Goodman, 
Cary. Dr. Lewis closed. 
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(1) 
burg. ; 

Discussed by Drs. E. H. Jones, Vicksburg; Dr. 
W. H. Parsons, Vicksburg; L. S. Lippincott, 
Vicksburg; D. A. Pettit, Vicksburg; W. H. Scud- 
der, Mayersville. Dr. Sanderson closed. 

Dr. J. R. Perry, Rolling Fork, was elected to 
membership in the society. 

On vote of the society the President appointed 
a committee to study the sales tax as it affects 
doctors, and to make recommendations at the 
next meeting of the society as to the best means 
of its collection. The committee is: Drs. W. H. 
Parsons, Vicksburg, Chairman; B. B. Martin, 
Vicksburg; A. Street, Vicksburg; W. C. Pool, 
Cary; and W. H. Scudder, Mayersville. 

The meeting closed with a dutch lunch. 

The next meeting of the Society will be held 
at Cary on July 12, at 7 P. M., at which time 
the members will be the guests of the doctors 
of Sharkey County and their wives. 

The program committee for the July meet- 
ing is: Dr. J. E. Quidor, Vicksburg, Chairman; 
Dr. H. B. Goodman, Vicksburg; Dr. W. C. Pool, 
Cary; Dr. M. J. Few, Rolling Fork; Dr. A. K. 
Barrier, Rolling Fork; Dr. E. B. Stribling, Roll- 
ing Fork; Dr. J. B. Benton, Valley Park, and 
Dr. W. H. Seudder, Mayersville. 


Pyelitis—Dr. G. P. Sanderson, Vicks- 


CHOCTAW COUNTY 

Dr. A. E. Reed’s residence was destroyed by 
fire a few weeks ago. He sustained a very 
heavy loss. 

Dr. Clyde Ruff attended the meeting of the 
American Medical Association in New Orleans 
and reports an enjoyable and profitable trip. 

The Winona District Medical Society meets 
at Ackerman June 14. 

J. James, County Editor. 
Ackerman, May 31, 1932. 


COPIAH COUNTY 

We regret to report that Dr. J. M. Dampeer, 
Crystal Springs, is very weak, and that his condi- 
tion has become serious. 

Dr. Dampeer is one of Mississippi’s best men 
and physicians and loved by all who know him. 
He is a former member of the State Board of 
Health. 

W. L. Little, County Editor. 
Wesson, Miss., 
June 1, 1932. 


A BOOST 

Allow me to thank you for your earnest work 
as Editor for the Mississippi Section of the New 
Orleans. Medical and Surgical Journal. I have 
always noticed what you are doing and have 
wanted to compliment you before. Please accept 
my thanks personally and also in the name of 





the Mississippi State Medical Association. [| 
know of no man in the Association that could 
handle it as well. 

Jim Acker, Jr. 
Aberdeen, June 2, 1932. 


NEWTON INFIRMARY 

The Newton Baptist church was filled to ca- 
pacity on the evening of May 25 when gradua- 
tion exercises were held for the nurses who had 
completed their three years’ training in the 
Newton Infirmary. A most impressive program 
was rendered. 

All the doctors of Newton, who compose the 
staff, headed by Dr. M. L. Flynt, were seated 
on the platform as were, also, the ministers who 
had parts in the program. The three receiving 
diplomas were Misses Sallie Bender, Bessie Per- 
kins and Hazel McBrayer. 

The program was carried out as follows: 

Invocation—Rev. C. M. Crossley. 

Solo—“If Winter Comes,” by Tennent—Mrs. 
H. B. White. 

A Message from the Staff—Dr. T. E. Jarvis. 

Solo—“Service,” by Cadman—Mr. Jack Per- 
kins. 

Reading—“The Show Must Go On,” by Ann 
Fuller—Miss Mary James. 

Address—Judge D. M. Anderson. 

Duet—“I’ve Done My Work,” by Carrie Jacobs 
Bond—Mrs. R. S. Majure, Mrs. W. P. Cunning- 
ham. 

Nightingale Pledge—Senior Class. 

Presentation of Diplomas and Pins—Dr. M. L. 
Flynt. 

Benediction—Rev. J. J. McInnis. 

Accompanist—Mrs. Roy Baker. 

The interest that was shown by the large at- 
tendance attests the confidence the people of 
this community have in the Infirmary and the 
work that is being done there. 


JACKSON COUNTY 

At the meeting of the Jackson County Medi- 
cal Society held on Monday, June 6,’ it was de- 
cided to change dates of meeting to the second 
Thursday in March, June, September and Decem- 
ber and the time to 7:30 P. M. 

This conforms to a change made in date of 
staff meetings of the Jackson County Hospital 
which in future are to be on the second Thurs- 
day of each month at 7 P. M. from October to 
March, inclusive, other months at 8 P. M. 

Dr. F. O. Schmidt who is completing his in- 
ternship at Charity Hospital, was elected a mem- 
ber of the Society. Dr. Schmidt will locate at 
Ocean Springs, his home town, and will be 
associated with Dr. O. L. Bailey. 

The home of Dr. O. L. Bailey of Ocean Springs 
was destroyed by fire recently, entailing a loss of 
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$8000 which was only partly covered by insur- 
ance. 

Mesdames J. N. Rape, R. C. Eley, C. H. Gray 
and S. B. Mcllwain and Misses Mary Elizabeth 
and Clara Eley attended a district meeting of 
the Woman’s Missionary Society at Laurel June 
8, Mrs. McIlwain remaining over for a visit with 
relatives at other points. 

Dr. MclIlwain, soon tiring of being his own 
boss, took R. B. and Fanie Pearl and departed, 
supposedly for a visit to relatives at Laurel, 
Sandersville and Waynesboro, but in reality to 
bring the madam home. 

Drs. Purdue and Hinton of Mobile were guest 
artists at two tonsil clinics sponsored by the 
County Health Department and the County Hos- 
pital during the month of May, 31 sets of these 
sometimes obnoxious appendages being removed. 

S. B. McIlwain, County Editor. 
Pascagoula, 
June 11, 1932. 


PIKE COUNTY 

During the past 60 days the following physi- 
cians have returned to this county after four 
months of special study at Tulane University: 
Dr. J. E. Brumfield, Magnolia; Dr. J. M. Smith, 
Magnolia; Dr. W. C. Hart, McComb; Dr. E. M. 
Givens, McComb; Dr. L. W. Brock, McComb; 
Dr. T. E. Hewitt, Summit; Dr. W. S. Lampton, 
Magnolia; Dr. W. M. Biggs, Osyka. 

The study was made possible by the coopera- 
tion of the Commonwealth Fund with the State 
Board of Health and with these men. 


T. Paul Haney, Jr., County Editor. 
McComb, 
May 27, 1932. 


PIKE COUNTY MEDICAL SOCIETY 

The Pike County Medical Society is enjoying 
a program whereby the Pike County physicians 
and members of the medical profession in neigh- 
boring counties are given an opportunity to at- 
tend a series of lectures and clinical illustra- 
tions from certain outstanding medical authori- 
ties. It is the plan to have at least eight, and 
possibly ten, such lectures and “clinical days” 
during 1932. On the day of the lectures the 
speakers are at the city auditorium during the 
afternoon for consultations with physicians and 
for observation and examination of any patients 
physicians may wish to submit to them. Dinner 
is served, and the lectures are given in the 
evening. Speakers thus far have included: 

March 3—Dr. Charles Bloom, Professor of Pe- 
diatries, Tulane University: “Uses of Calcium in 
the Treatment of Certain Respiratory Diseases.” 

April 15—Dr. James G. Carr, Professor of 
Medicine, Northwestern University, Medical 


School, Chicago: “Jaundice.” , 

June 2—Dr. Edward William Alton Ochsner, 
Professor of Surgery, Tulane University: “The 
Complications of Appendicitis.” 

On May 1, Dr. H. B. Hatcher resigned as sec- 
retary of the society. Dr. Hatcher left the 
county during the month of May to locate in Ba- 
ton Rouge, Louisiana. At the May meeting of the 
society Dr. T. Paul Haney, Jr., was elected secre- 
tary to fill the vacancy made by Dr. Hatcher’s 
resignation. Dr. Haney resigned the office of 
editor for the society and this office will be filled 
in the near future by appointment from the 
president. 

T. Paul Haney, Secretary. 


HARRISON-STONE-HANCOCK COUNTIES 
MEDICAL SOCIETY 

At the meeting of the Harrison-Stone-Hancock 
Counties Medical Society on June 1, the follow- 
ing men were appointed as editors for their 
respective counties by Dr. C. M. Shipp, Presi- 
dent, Bay St. Louis: 

Harrison County—Dr. G. F. Carroll, Biloxi. 

Hancock County—Dr. D. H. Ward, Bay St. 
Louis. 

Stone County—Dr. S. E. Dunlap, Wiggins. 


COPIAH COUNTY 

I appreciate your efforts and know you are 
on the job. I expect to write all decent hap- 
penings concerning doctors, but.we change very 
little in Copiah from the usual, though at this 
time we are looking up because truck and vege- 
table prices are fair and yields very good. 

W. L. Little, County Editor. 

Wesson, 
June 1, 1932. 


WILKINSON COUNTY 

Drs. C. E. Cathings and J. W. Brandon, Wood- 
ville, and Drs. W. I. Marsalis and S. E. Field, 
Centreville, attended the recent meeting of the 
A. M. A. in New Orleans. All reported that a 
very interesting program was presented and the 
short vacation was enjoyed. 

Miss: Mabel Richardson, Superintendent of 
Nurses of Field Memorial Hospital, and first 
President of the newly organized Five County 
Nurses’ Association (Pike, Copiah, Lincoln, Wal- 
thall, Wilkinson), was hostess to this body at its 
regular meeting, May 20, at the hospital. Miss 
Syd Vaughn, Brookhaven, gave a very interest- 
ing paper on “The High Lights of the Biennial 
in San Antonio.” This paper was discussed by 
Miss Ann Patterson of McComb. 

S. E. Field, County Editor. 
Centreville, 
June 7, 1932. 











WINSTON COUNTY. 

Dr. W. W. Parks made a trip to Greenville 
last week, visiting kin people and fishing. 

Dr. E. L. Richardson spent a few days at Moss 
Lake ‘fishing and says he had a splendid time 
and plenty of the finny tribe at his command. 

The writer’s wife and Marion, Jr., are visiting 
friends in Memphis and Jackson, Tennessee, this 
week. 

The last few days of hot weather has caused 
quite a few cases of colitis to develop among 
the children and infants through this section. 


The city election is on with its usual degree 
of enthusiasm. The writer was slated as a mem- 
ber of the Board of Aldermen, but possibly 
wisely withdrew from the list. Dealing with the 
public is strenuous enough without mixing up in 
politics. The Griffin Lumber Company, now at 
Estes, has opened up a sawmill business. We 
first understood that Dr. Diamon of Jackson would 
do the practice, hoping to welcome him in our 
city, but we understand he has declined to ac- 
cept the contract. We are watching with in- 
terest our colleagues as they are being placed 
in positions of trust and honor, and hope they 
may all make good. 

M. L. Montgomery, County Editor. 
Louisville, 
June 7, 1932. 


CLAY COUNTY 

After studying your geographic outline of the 
activities of the various county editors, I find 
most of them were in the same condition as 
myself for last month. In fact this inactivity 
must be due to one of three things, to-wit: De- 
pression and blues, fishing, or too busy to write. 
Mine is the first mentioned. 


A recent call on the health officer of this 
county indicates that the health situation is far 
above the usual for this season, as very few con- 
tagious diseases are being reported. 


On Sunday, May 22, at high noon Miss Mar- 
garet Dotson, the daughter of the writer and 
wife, was married to Dr. Charles Whitley Emer- 
son of Hernando, Mississippi. After a week’s 
trip through Florida, Georgia, North and South 
Carolina and Tennessee, they returned to Her- 
nando, where they will make their future home. 

The Northeast Mississippi Thirteen Counties 
Medical Society will meet in Amory on Tuesday, 
June 21. 

As I have said on a former occasion, this is 
by far the biggest, if not the best medical society 
in Mississippi and every doctor . within reach 
should attend, as there are splendid papers, lots 
of fun and plenty of food to eat, so why not ar- 
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range to attend? 
Lon W. Dotson, County Editor. 

West Point, 

June 6, 1932. 


IN MEMORIAM 
WILLIAM IVERSON MARSALIS, M. D., 
Centreville 

The contemplative mood in which we are left 
when a familiar form “passes over the bar’ af- 
fords alike an apt opportunity for introspection 
and the proper estimate of that one, from whom 
we have been separated. 

The subject at hand, whose name heads this 
page, had for nearly thirty-four years moved in 
familiar and confidential intercourse with the 
population of this section of the country; and, 
his taking removed one of the few remaining 
examples of a glorious class of old servitors— 
“the family doctor,”—the “country physician;” 
the heroic knights of the saddle bags and the 
pocket case. 

Honor to the memory of that fast fading sight, 
once so familiar—the weary and worn travelers 
of dark and devious country by-ways—seeking 
out the sufferers whom their skill may relieve, 
and, for which, as often as not, receiving nothing 
in an earthly sense for this taxing toil. 

Iverson Marsalis was of these and often, how 
often, I know not, have I seen him with close- 
buttoned-overcoat, breasting the storm, over 
muddy roads, to see some sufferer who by reason 
of this self denial risk, he might relieve. 

Dr. Marsalis was born ten miles north of Lib- 
erty, Amite County, Mississippi, on March 6, 
1873. His parents, Dr. Thomas Hitchins Marsalis, 
and wife, Eula Kinnebrew, were also natives of 
this county. The subject completed the course 
of study at Liberty College and studied medicine 
at Louisville Medical College, Louisville, Ken- 
tucky, from which school he graduated with the 
degree of Doctor of Medicine in his twenty-first 
year. While there, he received the medal as 
the best student in the college for general prac- 
tice, given by Dr. Galt. 

A subsequent attendance on post-graduate lec- 
tures for two years, at Tulane University, com- 
pleted his institutional preparation for a profes- 
sional work, which, augmented by his knowledge 
of medicine through some thirty-four years of 
arduous practice, made of him when he laid down 
his armor—one of the best practitioners who ever 
stood beside a bed of sickness in this entire 
country. 

On the occasion of the dedication of the Field 
Memorial Hospital of this place, some three years 
ago—the stellar attraction of the occasion was 
the address of Doctor Rudolph Matas, of New 
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Orleans, who was present for this special feature 
—this writer heard him say, (Dr. Matas) “for 
twenty-five years, this man (Dr. Marsalis) has 
been coming to me with his difficult cases for 
consultations and advice—and every time, when, 
looking out, I would see him coming, I would 
say, ‘here he comes, and bringing me another 
hard nut to crack;’ and, if I were seriously ill, 
I know no one to whom I would more willingly 
entrust myself.” 

When it is recalled that this was the volun- 
tary tribute from one of the world’s greatest 
recognized medical authorities, it, in my opinion, 
involves one of the highest tributes from accept- 
ed ability to true worth that it has ever been 
my privilege to hear and witness from any one. 

Doctor Marsalis was married to Dollie Mc- 
Gehee of Amite County, in March, 1894, who, 
with five children (one son, Iverson) survive to 
honor his name and deplore his loss. 

The death of Doctor Marsalis was not en- 
tirely unexpected—for more than three years 
the grim monster has insistently attended him— 
and his fortitude was never more clearly shown 
than during this period of strife with the “in- 
sistent foe.” He stayed yet with his people, who, 
in suffering, called and, when scarce able to 
stand, he answered, “here.” 

Doctor Marsalis spent a life of great activity, 
and that served as an added strain on a not 
vigorous body, and thus his recognized profes- 
sional and intellectual attainments were an ac- 
cumulated increment purchased at an expense 
of his physical man, illustrating sadly that trite 
saying—‘“‘the ant hath wings to her own destruc- 
tion.” 

But the end had come, his rounds were all 
made—his were the honor of faithful service, 
rendered unto his kind; may he have found ere 
now, the magic balm of which his calling was 
a»type—the prescription of that Greatest of 
Doctors, who, years ago, beside Genessaret pre- 
scribed a remedy for the race, and made death 
a synonym of rest: “If a man die, shall he live 
again?” No, not dead will we say—but, just away. 

A Friend. 


LEFLORE COUNTY. 


Drs. F. M. Sandifer and W. B. Dickins attend- 
ed the commencement exercises of the University 
of Mississippi on May 30, at which time their 
daughters, Misses Lizette Sandifer and Marion 
Dickins received their A. B. degrees. 

John Parish of Greenwood received his two 
years medical certificate. 

Dr. W. H. Frizell and family of Brookhaven 
were recent visitors in the home of Mrs. Herbert 
McShane, the doctor’s daughter. 


Dr. H. L. Shannon of Lyon was a recent visi-. 
tor to Greenwood. 

Dr. R. A. Hennessey and Dr. Ed. Clay Mitchell 
of Memphis visited Greenwood this month. 

Dr. J. D. Weeks, of Ackerman is a frequent 
visitor in the home of his daughter, Mrs. Henry 
Kennedy. 

Dr. John A. Crawford has returned from a 
visit to Memphis. 

Dr. G. H. Wood and family of Batesville were 
recent visitors to friends in Greenwood. 

W. B. Dickins, County Editor. 
Greenwood, June 7, 1932. 


PONTOTOC COUNTY. 

The many friends of Dr. A. H. McGregor, Ran- 
dolph, were sorry to hear of the death of his 
father, Mr. J. J. McGregor, who was 82 years 
old. He died May 22, 1932. 

Dr. J. A. Rayburn and son, Dr. T. H. Rayburn, 
recently of the Natchez Charity Hospital, have 
moved to our city this week. We are glad to 
have the Dr. Rayburns with us. 

We are all getting ready to attend the meet- 
ing of the Northeast Mississippi Thirteen Counties 
Medical Society at Amory, June 21. 

R. P. Donaldson, County Editor. 


Pontotoc, June 8, 1932. 


NUXUBEE COUNTY. 
Dr. and Mrs. L. B. Morris of Macon and Dr. 
J. L. Melvin of Shuqualak attended the meeting 


of the A. M. A. in New Orleans. 

Dr. C. W. Salter was painfully injured in an 
automobile accident in Memphis, Tenn., a few 
weeks ago when his car was struck and turned 
over by another car in the hands of a reckless 
driver. Dr. Salter’s left arm and hand were 
badly bruised and lacerated, and he has been 
unable to attend to but little of his practice since. 
He has had to return to Memphis for further 
examination and treatment. 

Drs. H. C. Ricks and C. C. Applewhite from 
the Health Department in Jackson attended the 
May Day program in Macon on May 3. Out-door 
exercises and dances were given by the pupils 
of the Grammar School under the direction of 
Miss Mary Lillian Peters, instructor in school 
music. Dr. Applewhite gave a very interesting 
talk on health matters. As a May Day feature 
a large number of the children of the Grammar 
School were given toxin-antitoxin by the county 
health officer. 

You are giving us a fine Journal and I will 
do what I can to aid you in keeping it up. 

E. M. Murphey, County Editor. 
Macon, June 7, 1932. 











BOLIVAR COUNTY. ; 

The following from Bolivar County attended 
the meeting of the American Medical Association 
in New Orleans: Dr. and Mrs. L. B. Austin, Rose- 
dale; Dr. and Mrs. J. D. Simmons, Gunnison; Dr. 
H. T. Cumming, Pace; Dr. E. R. Nobles, Rose- 
dale; and Dr. C. W. Patterson, Rosedale. 

It was with regret that we learned that Mrs. 
Rosa Belle Shelby had severed her connection 
with the King’s Daughters’ Hospital here. She 
had given general satisfaction and shown her 
usual efficiency in the work. 

It seems, to say the least, unfortunate that at 
this time when those of our profession are called 
upon to do more and more charitable work among 
the poor and unfortunate that the members of 
the legislature should have found it desirable to 
heap further taxes upon us. While none of us 
will, of course, let this in any way interfere with 
our usual methods of dealing with these unfor- 
tunates, still the thought that perhaps it is un- 
appreciated rankles. Especially do we feel this 
way when it appears as if the shyster and the 
non-professional might have had some hand in 
the matter. Let organized medicine teach the 
public that we favor all appropriations for the 
prevention of disease even though it be to our 
financial disadvantage. 

C. W. Patterson, County Editor. 
Rosedale, June 8, 1932. 


SCHARKEY COUNTY 

Dr. Rex Goodman of Mobile, Ala., visited his 
mother, Mrs. B. Goodman, Cary, recently. 

Dr. and Mrs. Robert Little of Oxford, spent 
several days at Cary, with Mr. and Mrs. L. F. 
Crews. Dr. Little enjoyed fishing at Eagle Lake. 

Miss Ethel Goodman, daughter of Dr. H. S. 
Goodman of Cary, is home for the summer. Miss 
Goodman taught at Ocean Springs. 

Dr. and Mrs. M. J. Few, Rolling Fork, have 
had relatives visiting them. 

Mrs. E. B. Stribling, Rolling Fork, is visiting 
relatives in Hattiesburg. 

The Sharkey County doctors and their wives 
will entertain the doctors of Warren, Issaquena 
and Sharkey Counties on July 12 at Cary. 

W. C. Pool, County Editor. 
Cary, July 9, 1932. 


MONROE COUNTY. 

June days are here again and it is time to 
register for Monroe County, yet I fear that I 
shall not be able to furnish you any news worth 
printing. Suffice it to say that “‘we are all here” 
and are on the firing line for medical progress 
and fellowship. While Monroe County is a large 
county and one of the best in our state, we have 
fewer doctors than many smaller counties. This 
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fact will account for my dearth of news items 
concerning our brotherhood. 


Dr. R. M. Boyd, of Aberdeen, has been in one 
of the Memphis hospitals—as I stated in my last 
communication—but I am very glad to be able 
to say he is back at this time and I understand is 
much improved in health. I have heard of no 
other member of our family that has been sick 
since my last communication. 


This being the most healthy time of year, our 
doctors are having but little hard work to do. 
Perhaps some of them are fishing a bit and others 
are keeping up with any other business interests 
they may have, while a]l are wondering how they 
may make ends meet. 

I have heard that Dr. E. D. Boozer, who lives 
in the extreme eastern part of the county is turn- 
ing much of his thought to dairying. He is for- 
tunate in that he can live at home and board 
himself. 

Dr. B. C. Tubb, of Smithville, took time off 
to spend several months in post-work. Since 
his return, several months ago, I have seen noth- 
ing of him. He was a mighty good doctor before 
going away and I presume having learned every- 
thing new, he has settled down and will keep his 
store of knowledge to himself. While this is not 
quite fair to those of us who could not go with 
him, I am sure he is giving his clientele the full 
benefit of his superior skill and knowledge. His 
people are very fortunate for he is a fine fellow 
and a faithful, conscientious physician. 

My old time friend, Dr. G. T. Tubb, formerly 
of Athens, has become a citizen of Aberdeen, 
since the death of Dr. Dilworth last winter. I 
understand he is doing lots of work and I am sure 
he is happy; for he is “built that way.” He is a 
splendid man and Aberdeen is to be congratu- 
lated. 

Dr. McCowan, formerly of Nettleton, one of 
my best friends and as clean and upright man 4s 
I know, is in Aberdeen, too. I have seen nothing 
of him since his change of residence, but he de- 
serves success and no doubt it will come to him. 

I could not fail to make mention of my splendid 
friend, Jamie Acker, our president of the State 
Medical. He made me a nice long visit on his 
return from Jackson in April. He told me much 
of the doings of the Association. I was so glad 
that he came, especially since I had been kept 
from the meeting on account of being “sick abed” 
myself at the time of the meeting. You all know 
Jamie, hence anything I might say in his praise 

would be superfluous—suffice to say, he is my 
friend and I love him. 

What about Dr. Summerford of Smithville, I 
hear some one say? I have not seen him for 
many moons, but he “is around here” just the 
same. He is a most unique character. Fearless 
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and frank, true to his ideals, full of pep and 
energy, Chesterfieldian in appearance, and above 
all else, he is loyal to his friends. 

In the extreme southeasterly part of the county 
there are two doctors. I rarely see them, but 
from reports from their hundreds, I might say 
thousands, of friends, they are doing their bit 
tv carry on for themselves and to alleviate dis- 
tress in any form or fashion as it may present 
among their people. One of these splendid men 
is a relative of mine, Dr. W. W. Bryan of Hamil- 
ton, the other is Dr. Wheeler Darracott, same 
address. 

Next I will mention Dr. C. E. Boyd, of Hatley 
—a suburb of Amory. Dr. Boyd is, indeed, a 
prince among men—not only is he one of na- 
ture’s noblemen, but he is an up-to-date doctor. 
He has a large territory to cover and a very large 
and appreciative clientele. Fortunate indeed, are 
they to be able to command the service of such 
a man and such a fine doctor. 

In addition to those mentioned already, there 
are Drs. Kirk, Burdine, I. A. Boozer, Ewing and 
Reed, all of Amory. If it be true, and it is, that 
we love each other better as we know each other 
better, it is enough to say, that I know these 
latter even better than they know themselves. 

This is a list of my confreres. It is said that 
a Roman matron presented her twelve sons, all 
able and willing to bear arms for Rome with 
these proud words, “these be my jewels.” 

In the same spirit of pride and affection I can 
say, as did she, referring to all whom I have men- 
tioned above, “these be my jewels;” for they are 
all my friends. ‘What a joy comes into my soul” 
when I think and say that I have never allowed 
envy or jealousy to come into my heart when I 
have seen other doctors grow in popularity, even 
though I may have seen those whom I have tried 
to serve as best I could, going to them for service. 

I believe that Monroe’s doctors are as good 
as the best in any county or state. If you do 
not know them, I pity you (and them). 

G. S. Bryan, County Editor. 
Amory, June 6, 1932. 


NORTH MISSISSIPPI MEDICAL SOCIETY. 

The quarterly meeting of the North Mississippi 
Medical Society was held at Holly Springs, June 
15, at 6:30 p. m., at Stafford’s Restaurant Ban- 


quet Room. Dr. H. P. Boswell, New Albany, 
President, presided. 

The program included the following: 

Invocation.—Rev. Golding, Holly Springs. 

Dinner, “Dutch.” 

Business Session. 

Scientific Section: 

(1) Digestive and Infective Diarrheas in Chil- 
dren.—Dr. D. R. Moore, Byhalia. 


Discussion opened by Drs. W. C. Lester and 
W. W. Phillips. ; 

(2) Instrumental Correction of Prostatic 
Obstruction.—Dr. T. D. Moore, Memphis, Ten- 
nessee. 

Discussion opened by Drs. R. G. Grant and 
George Brown. 

(3) Diagnosis and Treatment of Seasonal Hay 
Fever.—Dr. A. H. Little, Oxford. 

Discussion opened by Drs. Ira B. Seale and 
S. E. Eason. 

(4) Anesthesia in Surgery of the Thyroid.— 
Dr. L. S. Brown, Water Valley. 

Discussion opened by Drs. J. C. Culley and 
C. M. Speck. ; 

(5) Traumatic Surgery of the Extremities. 
(A Motion Picture).—Courtesy of Davis & Geck, 
Inc., Brooklyn, New York. 

Dr. J. M. Acker, Jr., Aberdeen, President of 
the Mississippi State Medical Association, was a 
guest of the society. 

A. H. Little, Secretary. 


ADAMS COUNTY. 


Dr. C. A. Everett, Bude, recently elected sur- 
geon and superintendent of the Natchez Charity 
Hospital, has taken over the duties of his office, 
Dr. Everett is making a study of conditions at 
the hospital and expects to submit recommenda- 
tions for possible reductions in expenses at the 
next meeting of the board of trustees. 

Dr. Everett is a native of Amite county, but 
has spent all except about one month of his 
forty-eight years in Franklin county, where his 
parents removed when he was a baby. He at- 
tended the public schools of Franklin county, is 
a graduate of Mississippi College, Clinton, and 
received his medical degree at the University of 
Louisville. 

Dr. Everett has been in active practice at 
Bude since 1911, meanwhile serving Franklin 
county in the state legislature for one term, from 
1916 to 1920; as mayor of Bude for one term; 
as a member of the board of trustees of the 
Bude High School for three terms, and as pres- 
ident of the board for two of these terms. He has 
been chief surgeon for the J. J. Newman Lumber 
Company at Bude and local surgeon for the Mis- 
sissippi Central Railroad since 1918. 

In 1925, Dr. Everett attended Tulane Univer- 
sity where he did special work in roentgen ray 
and laboratory. In 1928, he served as assistant 
superintendent of the Natchez Charity Hospital}. 
He is a member of the Homochitto Valley Medi- 
cal Society, Southern Medical Association, Ameri- 
can Medical Association, Southern Railway Sur- 
geons’ Association and the Mississippi State 
Medical Association. 
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Mr. George Dicks, who has been attending Van- 
derbilt University, is at home to spend his vaca- 
tion with his parents, Dr. and Mrs. J. W. D. 
Dicks. 

L. Wallin, County Editor. 
Natchez, June 10, 1932. 


EAST MISSISSIPPI MEDICAL SOCIETY. 

Dr. T. L. Bennett, Meridian, Secretary, an- 
nounced the program for the meeting of the East 
Mississippi Medical Society on the fairgrounds 
of Neshoba county, Thursday, June 6, at 2:30 
p. m. as follows: 

1. Carcinoma, Its Treatment with Special Ref- 
erence to the Use of Deep Therapy X-ray.—Dr. 
Willis Walley, Jackson, Mississippi. 

Discussion opened by Drs. C. H. Harrison and 
C. R. Stingily. 

2. Tularemia.—Dr. J. L. Parkes, Union. 

Discussion opened by Drs. A. L. Majure and 
T. D. Bordeaux. 

3. The Doctor in the 
Marion W. Reily, Meridian. 

Discussion opened by Drs. H. S. Gully and I. W. 
Cooper. 

Barbacued meats and refreshments were served 
through the courtesy of the Neshoba county doc- 
tors. The ladies were invited. 


Court Room.—Hon. 


HARRISON-STONE-HANCOCK COUNTIES 
MEDICAL SOCIETY. 

Hurriedly I acknowledge receipt of your letter 
requesting that something be done about news 
from this section of the State. Like you, I thor- 
oughly agree that something should be done about 
it—and for speaking out loud I got socked with 
the job. Serves me right, I should have kept 
quiet. 

The Harrison-Stone-Hancock Counties Medical 
Society met at the King’s Daughters’ Hospital in 
Gulfport as usual, with the same old attendance, 
a few new faces but most of them old timers and 
I must say that the attendance is usually very 
good. A most interesting paper was submitted by 
the debonair Doctor LeBaron, the title, “Obstet- 
rical Monstrosities.”” The paper was most excel- 
lent and handled in a masterful manner by a 
man of wide experience in this line. A rather 
liberal discussion was indulged in by a number 
present, but little was added to a subject that 
had been throughly covered by Dr. L2Baron. 

A subject was introduced for general discus- 
sion by the Secretary, one that was discussed very 
thoroughly and will probably have far reaching 
consequences—the decidedly unequal distribution 
01 service from the various state charity hospitals 
in Mississippi. Many instances were presented 
showing that the coast counties are receiving and 
have in the past received practically no assistance 
whatever from the state charity hospitals in the 


care of the indigent poor, sick and afflicted of 
this region. Several instances were shown where 
admission to state charity hospitals had been 
refused to most needy patients and in several 
instances the patients forced to turn about and 
go back to the coast. The several coast hospitals 
are and have been caring for their charity cases 
with assistance from the cities and a small pit- 
tance from one or two counties and this fact 
being conclusively shown, a motion was made and 
passed that the Harrison-Stone-Hancock Counties 
Medical Society go on record and so inform the 
State Medical and Hospital Associations that they 
favor the complete abolition and discontinuance 
of all state charity hospitals now in existance in 
Mississippi. 

It is contemplated to take this matter up in 
more concrete form at the next meeting of the 
State Medical Association with the definite deter- 
mination to see this fact accomplished. 

I leave this thought with you. 

George F. Carroll, County Editor. 
Biloxi, June 8, 1932. 


WASHINGTON COUNTY. 

Dr. John Archer attended his class reunion at 
Vanderbilt University June 3-4-5, and reports a 
great time. 

Drs. Payne, Hirsch and Beck have announced 
that they will occupy the newly remodeled sec- 
ond floor of the Weinberg Building about July 1. 
This will give them much better and larger office 
space and will be modern in every respect. 

Dr. C. P. Thompson made a trip to New Orleans 
to bring back his daughter who has been attending 
Sophie Newcomb. 

Dr. J. C. Pegues has returned from a two 
weeks’ vacation trip to Atlanta, and other parts 
of Georgia. 

Dr. H. L. Shannon, formerly of C!arksdale, has 
moved to Longwood, in Washington County, where 
he will practice his profession. 

F. M. Acree, County Editor. 
Greenville, June 9, 19382. 


MATTY HERSEE HOSPITAL, MERIDIAN. 
Dr. G. Lamar Arrington, Meridian, was re- 
cently appointed superintendent of Matty Hersee 


Hospital. He has named Dr. C. J. Lewis, Meri- 
dian, assistant superintendent; Mrs. Evans Boze- 
man, secretary; Dr. R. L. Donald, resident physi- 
cian, Miss Ursula McGovern, superintendent of 
nurses; and Miss Marie Irby, laboratory techni- 
cian. The new board of trustees of the hospital 
appointed by the Governor is as follows: C. L. 
Gray, Meridian, President; Mrs. E. A. Eastburn, 
Meridian, Secretary; M. F. Case, Quitman; Sam 
G. Creekmore, DeKalb; and Mr. Floyd Loper. 
Lake. 
The visiting staff will be announced later. 
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MADISON COUNTY. 

I have been very negligent in writing to you 
each month as I should, but I’ll try to do better 
from now on. There are just a few items to 
report ‘this time, and I hope to find more from 
time to time. 

Dr. John B. Howell has beet appointed as a 
member of the board of trustees of the state 
chality hospital at Jackson. 

Mrs. C. F. Smith, mother of Dr. Robert W. 
Smith, Canton, has been seriously ill, but we 
are hoping to hear that she is much improved. 

Dr. John B. Howell, Canton, attended the 
meeting of the American Medical Association in 
New Orleans for a day or so last month. 

Miss Fannie Mae Stevens, efficient nurse at the 
King’s Daughters’ Hospital has gone to her home, 
Noxapater. She has been replaced on the nursing 
staff by Miss Leddy a graduate of St. Joseph’s 
Hospital, Memphis, Tennessee. 

I’ll try to be back with you again next month. 

A. P. Durfey, County Editor. 
Canton, June 9, 1932. 


GRENADA COUNTY. 

Your letters have been received and I will 
answer them all by saying you must not know 
how many “harrassments” some fellows can have. 
It seems like I have more things to keep me busy 
with the other things than anybody. 

I appreciate your patience and will try and 
reward it by doing better in the future. 

Medical affairs in our county are nearly at a 
standstill. There is little or no sickness and the 
doctors. so inclined, have plenty of leisure time 
to visit the lakes and beguile the finny tribe. 

An occasional case of surgery and obstetrics 
alone keeps us on the “job.” 

There have been no marriages, births, removals 
or other changes locally. Our sympathy goes 
out to our beloved co-worker, Dr. J. K. Avent, 
in the death of his mother which occurred at 
home at Oxford the fourth inst. 

Our highly esteemed veteran doctor and nestor 
of medicine, Dr. J. W. Young, is in his accustomed 
health but unable to go about. Thanks for the 
splendid picture and sketch of him in the current 
Journal. 

I hope to be on the roll next month. 

T. J. Brown, County Editor. 
Grenada, June 9, 1932. 


ISSAQUENA COUNTY. 

Issaquena has just wound up another whirlwind 
political campaign, hotter even if possible, than 
the one preceding last fall’s general election. This 
time the contest was for a member to our Mis- 


sissippi River Levee Board. Two of our three 
doctors, being members of the county Board of 


Supervisors, and prominent politicians, were on 
different sides, and arrayed against each other. 
The contest waged hot and furious, and neces- 
sarily one of us had to suffer bitter defeat. But 
our Issaquena doctors do not harbor malice. We 
have shaken hands across the “bloody chasm” 
and together attended a tax-payers’ convention 
of the Delta Counties in Greenville where we 
worked shoulder to shou'der for the good of our 
county and the people of the entire Delta. Our 
doctors do not hesitate to stand up in the open 
and fight for their convictions, but when defeated 
we take it like men. 


W. H. Scudder, County Editor. 
Mayersville, June 10, 1932. 


NORTHEAST MISSISSIPPI THIRTEEN 
COUNTIES MEDICAL SOCIETY. 


The regular quarterly meeting of the North- 
east Mississippi Thirteen Counties Medical So- 
ciety was held at the city hall, Amory, on Tues- 
day, June 21, at 2 p. m. The program as an- 
nounced by Dr. J. M. Acker, Jr., Secretary, was 
as follows: 

1. Meeting called to order by Dr. W. C. Spen- 
cer, President. 

2. Invocation.—Rev. J. F. Measell. 

3. Diarrhea of Infants and Children.—Dr. J. 
F. Eckford. 

Discussion opened by Drs. Hood and Reed. 

4. Abscess of the Liver.—Dr. R. H. Christian. 

Discussion opened by Drs. L. C. Feemster, Jr., 
and R. P. Donaldson. 

5. The Value of the Sex Harmone Test In 
Gynecology.—Dr. W. T. Black, Memphis, Ten- 
nessee. 

6. Radium Therapy with Report of a few 
Cases.—Dr. W. H. Anderson. 

Discussion opened by Drs. J. R. Williams and 
M. Q. Ewing. 

7. Business session. 

8. Banquet, 7:30 p. m., at City Hall. 


COMMITTEE ON COMMUNITY HOSPITALS. 

A meeting of the Committee of the Mississippi 
State Medical Association on Community Hos- 
pitals was held at the Robert E. Lee Hotel, Jack- 
son, on Friday, June 10, at 2 p. m. with an ex- 
cellent attendance. Dr. E. R. Nobles, Rosedale, 
Chairman, presided. The committee to inspect 
hospitals receiving state aid in accordance with 
the new law, was announced as follows: 

By Dr. J. M. Acker, Jr., President of the Mis- 
sissippi State Hospital Association.—Dr. C. M. 
Speck, New Albany. 

By Dr. J. Gould Gardner, President of the 
Mississippi State Hospital Association. —Hamilton 
Crawford, Hattiesburg. 
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By Miss Mary D. Osborne, President of Missis- 
sippi State Nurses Association.—Miss M. E. Dor- 
sey, Greenville. 

It is the duty of this committee to inspect and 
pass upon the equipment, facilities, and abilities 
of hospitals receiving state aid to care for charity 
patients. 

Dr. Gardner is sending an explanatory letter 
to all hospitals of the state. 


WINONA DISTRICT MEDICAL SOCIETY. 

The Winona District Medical Society met at 
Ackerman, Tuesday, June 14, at 1:30 p. m., with 
25 members and 10 visitors present. The pro- 
gram included: 

1. Allergy.—Dr. G. E. Adkins, Jackson. 

Discussion opened by Drs. R. A. Clanton and 
C. A. Pender. 

2. Diagnosis and Treatment of Seasonal Hay 
Fever.—Dr. A. H. Little, Oxford. 

Discussion opened by Drs. S. S. Caruthers and 
R. M. Stephenson. 

3. Diagnosis of Certain Diseases of the Men- 
inges and Nervous System.—Dr. P. B. Brumby, 
Lexington. 

Discussion opened by Drs. J. O. Ringold and 
R. C. Elmore. 

4. Case Reports.—Members of the Society. 

5. Luncheon at the Baptist Church. 

We were very glad to have Dr. J. M. Acker, 
Jr., President of the Mississippi State Medical 
Association, with us. 

E. W. Holmes, Secretary. 


TRI-COUNTY MEDICAL SOCIETY. 

A meeting of the Tri-County Medical Society 
was held on June 14 at Tylertown. The pro- 
gram included the following: 

Dinner, 12:30 p. m. 

Hydrocele.—Dr. A. B. Harvey. 

Intestinal Infections of Children.—Dr. 
Sylverstein. 

Tularemia.—Dr. B. L. Crawford. 

Common Throat Infections.—Dr. H. R. Fairfax. 

Dr. W. P. Tucker; who has recently located in 
Brookhaven, was elected a member of our local 
medical society. He was connected with the 
Kentucky State Health Department before coming 
to Brookhaven. 


R. E. 


H. R. Fairfax, Secretary. 
Brookhaven, June 16, 1932. 


WOMEN’S AUXILIARY TO THE MISSIS- 
SIPPI STATE MEDICAL ASSOCIATION. 
Mrs. W. C. Pool was born at Ocean Springs, 
R. F. D., Mississippi. She received her early 
education from a governess, graduated from high 
school at Poplarville and attended Whitworth 
College, where she did special work in voice. 











MRS. W. C. POOL 
Cary, Mississippi 
President of Women’s Auxiliary to the Mississippi 
State Medical Association 





After leaving Whitworth, she continued voice and 
taught voice and choral. 

Mrs. Pool is a member of the old pioneer Ram- 
say family of south Mississippi. She married 
Dr. W. C. Pool, Cary, on May 29, 1917. 

Mrs. Pool is a member of several clubs and has 
always taken an active part in these organizations. 
At present she is President of the Women’s Aux- 
iliary to the Issaquena-Sharkey-Warren Counties 
Medical Society as well as president of the State 
Auxiliary. 


FROM THE PRESIDENT OF THE WOMEN’S 
AUXILIARY. 
Dear Auxiliary Members: 
The greatest surprise and honor that I have 
ever experienced was when you offered me the 


presidency of the Women’s Auxiliary to the 
Mississippi State Medical Association, at the an- 
nual meeting held in Jackson, April 11-13, 1932. 

The Editor has been so kind and thoughtful to 
ask for a message and I am grateful to him for 
this opportunity to thank you for the privilege of 
trying to serve you and to ask for your full co- 
operation in the work. 

My pians are still in the making, but I expect 
at an early date to be able to mail each Auxiliary 
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a complete outline, which I hope will prove to be 
helpful. 

The purpose of our Auxiliary is to extend the 
aims of the medical profession, through the wives 
of the doctors, to the various women’s organiza- 
tions which look to advancement in health and 
education; to assist in entertainment at state, dis- 
trict and county society meetings; to promote 
acquaintance among doctors’ families that local 
unity and harmony may be increased. 


The Auxiliary should be all that its name 
implies, an aid—a reserve force—an Auxiliary 
organized for the purpose of responding to any 
call from the medical profession. 

Scientific medicine needs the co-operative aid 
which can come through such auxiliaries. What- 
ever makes for better understanding among doc- 
tors and their families makes for better organi- 
zation. 

The associations and friendships will more than 
repay me for any service I may give in an effort 
to promote the objects of the Women’s Auxiliary, 
which is still in its youth. Its growth is slow 
but we believe it is sure and will be permament. 
This, however, will be determined by the service 
we render. I feel that the wives of the doctors 
of Mississippi are interested and that our organi- 
zation will become more perfected and membership 
increased. 

The only way to win a place for the Auxiliary 
is to make it so good that the medical societies 
wiil feel that they cannot get on without it. This 
means a study of local conditions, particularly with 
reference to the views of the medical society, and 
a program wisely planned and tactfully executed. 

Where the Auxiliaries have a definite program, 
meet regularly, you find a fine spirit of service 
and fellowship. 

I am finding the doctors very appreciative of 
the value of the Auxiliary, willing to co-operate 
and advise with us at any time. 

I am very grateful to Dr. Acker, president of 
the Mississippi State Medical Association, for his 
encouragement and offer to help us in any way he 
can. I am sure Dr. Acker will be splendid assist- 
ance to us in many ways. 

My desire is that the Women’s Auxiliary to the 
Mississippi State Medical Association in the year 
1932-1933 will have an increased membership, and 
every district an auxiliary. This goal now seems 
a long way up the hill, but with such aims as the 
Auxiliary to inspire us I feel sure the doctors’ 
wives of the State of Mississippi will respond and 
we will be able to develop an Auxiliary that our 
doctors will look upon with pride. 

Again I ask the co-operation of each doctor’s 
wife, whether she be a member of an auxiliary 
or not, but I suggest that you join an auxiliary if 
there is one in your territory, if not one, organize 
if possible or become a member-at-large. We that 


are members need you to help us to carry forward . 
the auxiliary movement in a helpful and con- 
structive way. 

I wish more than anything else that our year 
together may mean something more than a mere 
tryst at the “Wishing Well.” 

Mrs. W. C. Pool. 

Cary, June 1, 1932. 


WOMEN’S AUXILIARY EXECUTIVE BOARD. 

The executive board of the Women’s Auxiliary 
to the Mississippi State Medical Association held 
its ninth annual meeting at the Robert E. Lee 
Hotel in Jackson, June 8. 

The meeting was called to order promptly at 
eleven o’clock by Mrs. W. C. Pool, Cary, President, 
with nine members present. The minutes of the 
last board meeting and of the general meeting held 
in April were read; the revision of the constitution 
and by-laws was approved and adopted; plans were 
discussed in regard to increasing the membership; 
and the suggestion of Dr. J. M. Acker, Jr., presi- 
dent of the Mississippi State Medical Association, 
that the dues for the auxiliary members be paid 
by the doctors to their secretaries then in turn 
to be sent on to the treasurer of the State Aux- 
iliary, was adopted for the members-at-large. 

Mrs. D. J. Williams, Gulfport, was appointed 
chairman of the committee on the Preventorium 
Fund at the request of Mrs. Henry Boswell 
Sanatorium, who is working on this committee 
with Mrs. Williams. 


Mrs. J. A. K. Birchett, Jr., who is councilor for 
the fifth district, has distinguished herself by 
winning two silver trophies, one in the Delta golf 
tournament held in Greenville, and one in the 
Trans-Mississippi golf tournament held in Hot 
Springs, Ark., in June. 

Mrs. Leon S. Lippincott. 


HISTORY OF THE WORK OF THE 
STATE MEDICAL ASSOCIATION 
FOR THE PREVENTORIUM. 

At the Vicksburg meeting of the State Medical 
Auxiliary, May 14, 1930, Dr. Henry Boswell ad- 
dressed the convention on the work of the preven- 
torium, showing the great possibilities of this work 
among under-privileged children, and soliciting the 
aid of the doctors’ wives in popularizing this work 
and helping in other special ways, such as looking 
after children who have been returned to their 
homes, seeing that those children who need this 
care most are brought to the attention of the 
proper authorities and supplying certain needs 
are not provided for in the general state appro- 
priation. 

The president, Mrs. M. H. Bell, then called for 
discussion after which the convention voted to 
make the preventorium work the principal work 
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of the organization for the next year. It has con- 
tinued to be the principal work of the Auxiliary 
up to the present time. Mrs. Bell appointed as 
state chairman for this important task, a woman 
well qualified in every way to handle it, Mrs. D. J. 
Williams, of Gulfport. 

The new state president, Mrs. L. L. Polk, called 
a Board meeting at the preventorium at Sana- 
torium in July, 1930. This meeting was well 
attended and enjoyed a luncheon served by the 
preventorium staff in their own dining-room. 
After interesting discussions of the needs of the 
preventorium by Dr. Boswell and Mrs. Sue 
Stewart Brame, the Board decided on collecting a 
fund for the institution to be kept as a separate 
and special fund to be used as needed. 

Following this meeting, Mrs. Williams sent out 
personal letters to all women’s clubs in the state, 
soliciting their interest in this great work. By 
the next convention of the Auxiliary in the follow- 
ing May, 1931, in Jackson, she reported the 
collection of $227.25 from 71 organizations. 
Mrs. Williams was reappointed chairman of this 
work for the ensuing year, and up to the present 
time, June 1, 1932, she has sent in to this fund 
the amount of $125.65. We are very proud of 
this showing at the present time. This fund is 
kept separately and is being used as needed for 
library books, song books, supplies for special 
occasions, such as Easter, Thanksgiving, May 
Day, replacement of wornout toys, playground 
equipment, and other emergency needs. 

We would be glad if everyone in the state could 
come to the preventorium to see what is being 
done there; for only by seeing the home in opera- 
tion can one fully realize what this means to our 
beloved state. Fifty happy children are building 
back to normal health, learning how to live in a 
sane, wholesome, normal way, imbibing ideas of 
fair play, unselfishness, honor, and usefulness, 
that will surely bear fruit later in their home life 
and communities. 

Mrs. Henry Boswell, 
Sanatorium. 


LET’S PUSH ORGANIZATION. 

When we look back ten years and recall how 
many husbands reluctantly put on their Sunday 
suit and stiff collar to beat it to their State 
Medical Association meetings alone, because wife 
insisted it was the only thing to do, and in a 
short decade these same husbands becoming en- 
thusiastic attenders because wife has a common 
interest in going along—why question the feasi- 
bility of a Medical Auxiliary? 

In the eight years since the Women’s Auxiliary 
to the Mississippi State Medical Association was 
founded, we have yet the first time to hear any 
thing unpleasant coming before the body or having 
had to be settled out of session. 


We organized with “harmony” as the key word 
and the same atmosphere prevails today. The 
wives of physicians, as a whole, rate high intel- 
lectually, making the aims of the organization 
appeal to them—hence the above mentioned 
“harmony.” 

While we are not as large in point of member- 
ship as we should be, we may well be proud of 
achievements which could not have been accom- 
plished without an organization. I refer first of 
all to the work given us by the State Medical 
Association on flood sufferers’ relief and following 
this, the health education promoted by this 
body—through our own and other women’s organi- 
zations, and the preventorium work, which has 
been invaluable in a small way. 

Wherever the State Association meets, and a 
local Auxiliary is on the job, you may always 
rest assured the meeting from both attendance 
and social standpoints, will be a success. The 
splendid meeting of the Auxiliary to the American 
Medical Association held in New Orleans last 
month is a concrete example of what an organized 
thoroughgoing group of doctors’ wives may do. 
We were proud of them and here is our salute. 

Knowing Mississippi as we do, we realize that 
organization has been retarded largely because of 
the scattered medical societies, some embracing 
as many as seventeen or more counties, thereby 
giving wives the impression that a central organi- 
zation within their husbands’ society was imprac- 
tical. This may be overcome by forming county 
units within an auxiliary, giving them shorter 
distances and more intimate contact—which is 
absolutely necessary if we carry out the aims— 
that of creating friendliness among _ doctors’ 
families. 

Our husbands are no longer afraid of the 
motives behind our desire to be an aid in the 
true sense of the word, and are lending valuable 
advice as well as taking some. The time is now 
ripe in Mississippi, with Dr. Acker heading the 
State Medical Association, and Mrs. Pool heading 
the State Auxiliary for intensive organization. 
“Let’s go to it.” 

Mrs. Dan J. Williams, 
Gulfport 


WOMEN’S AUXILIARY TO THE ISSAQUENA- 
SHARKEY-WARREN COUNTIES MEDI- 
CAL ASSOCIATION. 

The regular monthly meeting of the Auxiliary 
was held at the Vicksburg Hotel on May 17, with 
sixteen members present. Mrs. F. L. Van Alstine, 
Jackson, and Mrs. A. G. Wilde, Jackson, were 
special guests. 

After a delicious dinner, Mrs. W. H. Parsons, 
Vicksburg, gave a piano solo. Mrs. W. C. Pool, 
president of the Women’s Auxiliary to the Missis- 
sippi State Medical Association and president of 
this Auxiliary, presented Mrs. Van Alstine and 
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Mrs. Wilde, president-elect and secretary, respec- 
tively, of the Auxiliary to the Mississippi State 
Medical Association. The minutes of the last 
meeting were read and approved. 

Mrs. Sidney W. Johnston gave a reading, “The 
Truthful Doctor,” which was cleverly rendered 
and thoroughly enjoyed. 

It was unanimously resolved that a letter be 
sent to Mrs. M. H. Bell, expressing regret at her 
absence and hoping Doctor Bell would be much 
benefited by his trip to Johns Hopkins Hospital. 

Regret was expressed at the absence of Mes- 
dames Birchett, who were prevented from attend- 
ing by the extreme illness of the mother of Dr. 
J. A. K. Birchett, Sr. 

Mrs. H. S. Goodman, Cary, reported intending 
having a drive for “Hygeia” in Sharkey County 
during August. 

Mrs. H. H. Haralson, Vicksburg, chairman of 
the tuberculosis committee, reported that patients 
who could not get into the sanatorium were being 
fed. She also stated that she had not put on a 
Child Health program as she was unable to get 
information as to what was wished. 

Mrs. E. F. Howard, Vicksburg, chairman for 
nurses, reported it was not practicable to do much 
in the way of entertainment during the season for 
lectures. She recommended that an assessment 
of one dollar per member be made to defray the 
expenses of an entertainment to be given during 
vacation. This was approved. 

Mrs. P. S. Herring Vicksburg, Treasurer, re- 
ported: Checking account, $17.83; savings 76 cents; 
total $18.59. 

Mrs. L. S. Lippincott, Vicksburg, gave a report 
of the meeting of the Auxiliary to the American 
Medical Association in New Orleans. 

Mrs. A. Street, Vicksburg, chairman for the 
year book, reported a tentative program as fol- 
lows: 

September: Social meeting with doctors at 
Country Club—Mrs. Edley Jones, Vicksburg, 
Chairman. 

October: Hygeia—Mrs. L. S. Lippincott, Vicks- 
burg, Chairman. 

November: Tuberculosis—Mrs. M. H. Bell, 
Vicksburg, Chairman. Discussion of plans for 
seal sales. Appointment of nominating commit- 
tee. 

December: Visiting Doctors—Mrs. W. C. Pool, 
Cary, President, presiding. Election of officers. 
Reports of meeting of Auxiliary to Southern Medi- 
cal Association at Birmingham. 

January: Address—Dr. F. J. Underwood, Jack- 
son, subject: “Public Health.” New president 
presiding. 

February: Medical History. Jane Todd Craw- 
ford Memorial—Mrs. J. A. K. Birchett, Vicksburg, 
Chairman. 

April: Historical Program, subject to be chosen 
by leader, Mrs. B. B. Martin, Vicksburg. 


May: Child Health Program—Mrs. H. H. Har-- 
alson, Vicksburg, Chairman. 

The Committee on Year Book consists of Mrs. 
A. Street, Chairman; Mrs. W. C. Pool, Mrs. M. 
H. Bell, and Mrs. S. W. Johnston. 

The meeting adjourned to meet the second Tues- 
day in September. 

E. F. Howard, 
Acting Secretary. 


EIGHTH COUNCILOR DISTRICT 
WOMEN’S AUXILIARY 

Work is going right along in this District to re- 
tain and increase membership. Natchez organized 
the Homochitto Valley Auxiliary last fall in Octo- 
ber and still is very active. 

The ladies from Natchez expect to go over to 
Brookhaven in the near future and meet with 
the ladies of the Tri-County Auxiliary and stim- 
ulate more interest. 

We will also go into the Pike County territory 
and expect to get things going over there. 

The Eighth District is endeavoring to move 
forward all the time. 

Mrs. Lucien S. Gaudet. 
Natchez, 
June 9, 1932. 


WOMEN’S AUXILIARY TO THE HARRISON- 
STONE-HANCOCK COUNTIES MEDICAL 
SOCIETY 

The Women’s Auxiliary to the Harrison-Stone- 
Hancock Counties Medical Society met Wednes- 
day afternoon, June 1, at the home of Mrs. George 
Melvin, president, on the Veterans’ Hospital 
grounds. The organization voted to continue active 
work through the summer. 

A committee composed of Mrs. C. A. MeWill- 
iams, Mrs. E. C. Parker, and Mrs. D. J. Williams, 
was named to confer with the officials of the King’s 
Daughters’ Hospital at Gulfport, relative to the 
needs of the hospital and to report to the Auxili- 
ary at the next meeting with the idea that the 
auxiliary may render some service to this institu- 
tion. 

At the close of the business session, the hostess 
served tea. Mrs. D. J. Williams presided at the 
table. 

Those present were Mesdames D. J. Williams, 
D. G. Rafferty, E. C. Parker, W. W. Cox, C. A. 
McWilliams, J. A. McDevitt, J. S. Laird, Elmer 
D. Gay, A. L. Roberts, C. G. Beckett, Williams 
Manney, Dr. Emma Gay, and Miss Willa Files. 

A special meeting of the Auxiliary will be held 
at the home of Mrs. C. A. McWilliams on July 6. 


GULF COAST ENTERTAINMENTS 
A drive from Pass Christian to Biloxi and Gulf 
Hills, a vist to Pass Christian Gardens, a lunch- 
eon at the Great Southern Hotel, souvenir gifts 
at the city hospital, Biloxi, and a tea at the Veter- 














80 Mississippi State Medical Association 






ans’ Hospial, Gulfport, featured the visit to the 
coast of eighty members of the American Medi- 
cal Association and Women’s Auxiliary to the 
American Medical Association during the annual 
meeting of the American Medical Association in 
New Orleans. About twenty members of the Aux- 
iliary to the Harrison-Stone-Hancock Counties 
Medical Society and members of the society met 
the visitors at the station in Pass Christian and 
accompanied them for the entire day’s outing. 

At the home of Dr. and Mrs. D. G. Rafferty, 
Pass Christian, the visitors were entertained in the 
garden where they were served refreshments and 
Dr. Rafferty presented each of the ladies with a 
corsage of spring flowers. Visits were made to 
the Simmons and Hecht Gardens and the Inn-By- 
The-Sea. 

At Long Beach a stop was made at the Munici- 
pal Rose Garden where a committee presented 
everyone with roses. 

At the luncheon at the Great Southern Hotel, 
Gulfport, Mrs. Daniel J. Williams, past president 
of the Women’s Auxiliary to the Southern Medi- 
cal Association, past president of the Women’s 
Auxiliary to the Mississippi State Medical Asso- 
ciation and past president of the Women’s Aux- 
iliary to the Harrison-Stone-Hancock Counties 
Medical Society, presided as toastmistress. 

Mayor Jos. W. Milner, Gulfport, gave the ad- 
dress of welcome on behalf of the city. E. J. 
Adams, Sr., Pass Christian, president of the board 
of supervisors, gave the welcome on behalf of 
Harrison County. Dr. C. M. Shipp, Bay St. Louis, 
president of the Harrison-Stone-Hancock Counties 
Medical Society, introduced Carl Marshall, Bay 
St. Louis, who was the speaker of the occasion. 

After the drive over the bridge to Ocean Springs 
and Gulf Hills the tour returned to the Veterans’ 
Hospital, Gulfport, where the Medical Auxiliary 
entertained at tea, at the nurses’ hut. Mrs. George 
Melvin, president of the Women’s Auxiliary to the 
Harrison-Stone-Hancock Counties Medical Society, 
was official hostess, assisted by almost the entire 
membership of the auxiliary. 

At Biloxi the party was greeted by Mrs. B. Z. 
Welch and Mrs. A. P. Stewart, each lady being 
presented with a pecan praline. The visitors were 
shown over the Biloxi hospital by a group of grad- 
uate nurses. 

The party entrained for New Orleans at 6:15 
Pe 

Prominent among the visitors were Mrs. Walter 
Jackson Freeman, Philadelphia, Penn., incoming 
president of the Women’s Auxiliary to the Amer- 
ican Medical Association; Mrs. Charles Oates, Lit- 
tle Rock, Arkansas, president of the Women’s 
Auxiliary to the Southern Medical Association; 
and Mrs. A. B. McGlothan, St. Joseph, Missouri, 





outgoing president of the Women’s Auxiliary to 
the American Medical Association. These three 
ladies were house guests for several days of Mrs. 
D. J. Williams at Long Beach. 


HONOR ROLL 

Our Journal this month contains news of six 
hospitals, nine county societies, three women’s aux- 
iliaries in addition to news of the state auxiliary, 
items from eighteen county editors, and a number 
of letters and messages from officers and mem- 
bers. Picking up! 

The following are the contributors: J. M. Ack- 
er, Jr.; E. F. Howard, J. S. Ullman, I. E. Sten- 
nis, J. James, W. L. Little, M. L. Flynt, S. B. 
Mcllwain, T. Paul Haney, Jr., C. M. Shipp, S. E. 
Field, M. L. Montgomery, Lon W. Dotson, W. B. 
Dickins, R. P. Donaldson, E. M. Murphey, C. W. 
Patterson, W. C. Pool, G. S. Bryan, A. H. Little, 
L. Wallin, T. L. Bennett, George F. Carroll, F. M. 
Acree, G. Lamar Arrington, A. P. Durfey, T. J. 
Brown, W. H. Scudder, H. R. Fairfax, M. W. 
Robertson, E. W. Holmes, A. G. Payne, J. A. 
Beck, L. W. Long, G. C. Jarratt, Mrs. W. C. Pool, 
Mrs. Leon S. Lippincott, Mrs. Henry Boswell, 
Mrs. Dan J. Williams, Mrs. E. F. Howard, Mrs. 
Lucien Gaudet—41. 

THANK YOU. Let us hear from you again 
next month. 


CENTRAL MEDICAL SOCIETY 

Following is the notice of the June meeting of 
the Central Medical Society, sent out by Dr. Rob- 
in Harris, Secretary: 

PLACE: Edwards Hotel, Jackson. 

DATE: Tuesday, June 21, 1932. 

HOUR: 7:30 P. M. 

Scientific Program 

1. Foreign Body in the Lung.—Dr. H. F. Gar- 
rison, Jackson. 

2. Foreign Body in the Lung.—Dr. J. C. Wal- 
ker, Jackson. 

3. Some Observations of Foreign Bodies in the 
Intestinal Tract, with Report of One Case.—Dr. 
L. W. Long, Jackson. 

Discussion of the above three papers will be 
opened by Dr. John Darrington, Yazoo City, and 
Dr. N. C. Womack, Jackson. 

4. Sarcoma of the Pancreas.—Dr. W. F. Hand, 
Jackson. 

Discussion will be opened by Dr. A. E. Gordin, 
Jackson, and Dr. J. F. Armstrong, Jackson. 

5. Twenty Minutes on the China Situation.— 
Dr. Price, Jackson. The first three papers will 
consume a maximum of twenty minutes. 

If every member will pay his duties we will have 
enough money to buy a supper for the next meet- 
ing. 


BOOK REVIEWS 


and the Elements of Light 
Therapy: By Richard Kovacs, M. D. Phila- 
delphia, Lea & Febiger. 1932. pp. 528, 
illustrated with 211 engravings. 

The reviewer has had the opportunity of spend- 
ing a number of pleasant hours with the author 
in his office and in the hospital departments of 
physical therapy which he directs. The book is 
the work of a teacher of physical therapy and a 
modern student of the therapeutic application of 
electricity. It begins with a consideration of 
electrophysics and leads up to a discussion of the 
apparatus which produces the various electro- 
physical agents. Instruction in the technic of 
application, the indications and the contraindica- 
tions to the use of these agents are given. 

Worthy of special commendation are the chap- 
ters on Electrodiagnosis, Theory and Technique 
and Electrodiagnosis in Pathological Conditions. 
These constitute the best discussion of the subject 
in any book on physical therapy published up to 
the present time. The motor point charts are well 
drawn, making it easy to locate a given motor 
point. The tables accompanying these drawings 
give the actions of the various muscles and their 
degree of electrical excitability, making electro- 
diagnosis all the more intelligible. 

Part III consists of “Elements of Light 
Therapy” and gives more light about therapeutic 
light. Attention is called to accidental injuries in 
phototherapy and to the dangers of unsupervised 
use of such a potent agent. 

Part IV is devoted to “Applied Electrotherapy” 
in which the author is well versed by virtue of 
his large clinical experience. However, authorita- 
tive opinions and methods of other experts are 
also given. For instance, the chapters on Elec- 
trotherapy in Dermatology and Electrotherapy in 
Diseases of the Ear, Nose, and Throat are by 
J. J. Eller and Wallace Morrison, respectively. 
The concluding chapter has to do with physical 
therapy in institutional practice and has a num- 
ber of valuable suggestions as to organization, 
personnel and equipment. 

The book is written not only for the specialist 
in electrotherapy but endeavors also to show how 
“With a comparatively inexpensive equipment, the 
general practitioner can produce therapeutic re- 
sults in many conditions in which treatment by 
medication or surgery alone is not quite satis- 
factory.” 


Electrotherapy 


NATHAN H. PoLMEr, M. D. 


Reconstruction of the Biliary Tract: By Edmund 
Horgan, M. D., M.S. (in Surgery), F. A. C. S. 
New York, The MacMillan Co. 1932. pp. 201. 

This monograph briefly reviews and evaluates 
all of the reconstructive operations upon the 
biliary tract. All cases recorded in the literature 


from the first one of von Winiwarter, in 1880, s 
down to the present day are discussed. Unfor- 
tunately, as the author emphasizes, the subsequent 
history of many patients was not reported. Never- 
theless, the work is of interest and value, especially 
to those interested in the technic and rather slow 
evolution of reconstructive surgery of the biliary 
tract. 
Amos M. Graves, M. D. 


Nutritious Service in the Field; Child Health 
Center: By the White House Conference on 
Child Health and Protection. New York, 
The Century Co. 1932. pp. 1389+ 57. Price, 
$2.00. 

Conclusions and recommendations of two sub- 
committees, the Committee on Medical Care for 
Children, and of the White House Conference on 
Child Health and Protection, are incorporated in 
this attractively bound volume. 

A careful perusal of the contents serve to prove 
with what deliberation and completeness these 
committees have functioned. 

Section 1 has a superb introduction and an out- 
standing dissertation on the Nutritionist, as well 
as the “Other Groups Interested.” These reports 
are replete with data and detail, warranting “The 
Challenge.” The Summary deals with necessary 
recommendations, and the appendix amply de- 
scribes specific examples of Nutritional Service 
with recommendations. 

“For every child health protection from birth 
through adolescence .. . the insuring of pure food, 
pure milk, and pure water.” 

In Section II, Child Health Centers: A Survey, 
are included, both Continental United States and 
most of her insular possessions, Alaska, Philippine 
Islands, Hawaiian Islands, and Porto Rico. 
Statistics and forms are used, and constitute a 
large part of this interesting section. 

One can gain valuable information from this 
volume as a whole, especially that part which re- 
lates to the Nutritionist. Super-education, how- 
ever, of the dietitian may lead to personal 
idiosyncrasies, and, therefore, it would seem appro- 
priate that those who are to stimulate the need 
of proper food, both in animal husbandry and in 
the human being, should look to the veterinarian 
in the former, and to a trained pediatrician in the 
latter, for their counsel and advice. 

“For every child . . . promotion of health, in- 
cluding health instruction and a health pro- 
er 


CHARLES JAMES BLOOM, M. D. 


Gynecology for Nurses: By Philip J. Reel, M. D., 
F. A. C. S. Philadelphia, F. A. Davis Co. 
1932. pp. 282. 

The work by Reel is well written, well illus- 
trated and complete. It is especially valuable for 
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supervisors and for nurses interested in doing 
special gynecological work. The chapters dealing 
with the examination of the patient, pre-operative 
preparation, postoperative management and com- 
plications are ably handled. An unusual feature 
of the book is the inclusion of a concise considera- 
tion of the metabolism test, the kidney function 
test, the Aschheim-Zondek test for pregnancy, the 
Rubin test and uterosalpingography. The uses of 
diathermy, light therapy, antitoxins and vaccines 
are mentioned under treatment. Each chapter is 
followed by a complete list of review questions 
which are valuable for teaching purposes. 
JOHN T. SANDERS, M. D. 


The Expectant Mothers’ Handbook: By Frederick 
C. Irving, M. D. Boston, Houghton, Mifflin 
Company. 1932. pp. 203. Price, $1.75. 

The many questions the obstetrician is forced 
to answer is the origin of this excellent little book 
by Frederick C. Irving, Professor of Obstetrics at 
Harvard University Medical School. The young 
pregnant woman learns of childbirth from her 
friends who tend to exercise their amateur dra- 
matic talents rather than their purely expository 
abilities, and as a result she is filled with a vast 
amount of misinformation. The intelligent woman 
is usually justly curious about herself and the in- 
teresting process she is undergoing and the some- 
what painful and often dangerous episode which 
terminates it. It is the attending physician who 
must answer her questions. Years of experience 
has led Dr. Irving to compile this little treatise 
for the layman explaining simply and yet ac- 
curately what the pregnant woman wants to know. 

The anatomy and physiology of the female 
generative tract and the matter of fertilization 
are well described with excellent drawings. 
Authoritative chapters on the course of pregnancy, 
the growth of the fetus, the diagnosis of preg- 
nancy (including even the recent biological tests 
which seem to be familiar to the lay public) 
follow. Sections on the hygiene of pregnancy, the 
diet, and the care of minor complications should 
supplement adequately the directions which any 
physician might give. The danger signals of 
pregnancy, on the other hand, are handled in far 
too short a space in comparison with their value 
and their importance in the light of the recent 
propaganda for pre-natal care. 

Of great importance is the description of labor. 
It is a satisfaction to note that Dr. Irving has 
cleared up many misconceptions, for example, 
stressing the fact that a dry labor is not any 
longer than the usual one provided there is no 
underlying pathology, or again that the older 
primipara need not necessarily have a more 
difficult labor than her younger sister. Perhaps 
some objection may be taken to the chapters on 
analgesia, always the most difficult thing to handle 
in a book of this sort. Dr. Irving writes from his 


wide experience with various anesthetics, but it 
might have been wiser to have withheld a com- 
parative comment. 

The educated woman will be particularly in- 
terested in the delightful explanation of the 
biological aspects of pregnancy by Professor 
George H. Parker of the Department of Zoology” 
at Harvard. In simple language the facts of 
evolution have been collected their relation to 
pregnancy discussed. 3 

The book is well worth recommending to one’s 
private patients for instruction and for informa- 
tion that will remove the fear of the unknown 
that makes pregnancy so difficult for the young 
woman. 

ARTHUR G. KING, M. D. 


Fighting Disease with Drugs: Ed. by John C. 
Krantz, Jr. Baltimore, Williams & Wilkins 
Co. 1931. Illus., pp. 230. 

A symposium dedicated to the story of phar- 
macy, its evolution and its relationship to health, 
pain and suffering. A chapter is devoted to the 
business side of the profession with an outlook 
for the future. 

I. L. Ropstns, M. D. 


Microscopic Slide Precipitation Tests for the Diag- 
nosis and Exclusion of Syphilis: By B. S. 
Kline, A. B., M. D. Baltimore, Williams and 
Wilkins. 1932. pp. 99. 

This volume represents a worth while supple- 
ment to Kahn’s book on precipitin tests. 


F. M. Jouns, M. D. 


PUBLICATIONS RECEIVED. 
P. Blakiston’s Son & Co., Inc., Philadelphia: 


Physiology of Bacteria, by Otto Rahn. Recent 
Advances in Pathology, by Geoffrey Hadfield, 
M. D., F. R. C. P., and Lawrence P. Garrod, 
M. A., M. B., B. Ch., M. R. C. P. Clinical Inter- 
pretation of Laboratory Reports, by Albert S. 
Welch, A. B., M. D. 

Paul B. Hoeber, Inc., New York: Principles of 
Preoperative and Postoperative Treatment, by 
Reginald Alex Cutting, M. D., C. M., M. A., Ph. D. 
Medicine Among the American Indians, by Eric 
Stone, M. D. 

The University of Chicago Press, Chicago: The 
Costs of Medicines, by C. Rufus Rorem, Ph. D., 
C. P. A., and Robert P. Fischelis, B. S., Phar. D. 
The Healing Cults, by Louis S. Reed, Ph. D. 

Houghton, Mifflin Company, Boston: The Ex- 
pectant Mother’s Handbook, by Frederick C. 
Irving, A. B., M. D. 

Wilhelm Maudrich, Vienna: Plastic Surgery of 
the Nose, Ear and Face, by Dr. Victor Fruhwald, 
translated by Geoffrey Morey, M. B., B. S., D. L. O. 

Jas. A. DeMoss, Trayer: Medics, or the Glory 
of Man. 








